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PRESIDENTIAL ADDRESS 
ARTHUR H. RUGGLES, M.D., Provivence, R. I. 


This is the ninety-ninth year of The Amer- 
ican Psychiatric Association. I am deeply 
sensitive to the honor of being President 
of this our oldest national medical organi- 
zation, and I am proud to find that it is my 
good fortune to discharge the honorable duty 
of addressing you and thus marking the 
close of the first century of our professional 
unity. 

The growth of our Association has been 
steady and healthy, and today our member- 
ship is passing beyond the mark of three 
thousand. Our leadership has been distin- 
guished and strong, and it has always been 
responsive to our professional and national 
needs. 

This past year has been a historic one. 
The need for psychiatric service in our armed 
forces has been a tremendous challenge. Our 
efforts in this direction may have been re- 
tarded at the beginning; a variety of diffi- 
cult problems over which our membership 
had no control had to be solved ; and a num- 
ber of obstacles had to be overcome. They 
were: In August, 1942 a Neuropsychiatric 
Consultant in the office of the Surgeon-Gen- 
eral of the Army was appointed with the rank 
of Colonel. This gave an encouraging im- 
petus to the organization of our psychiatric 
preparedness. Today our Association plays 
a most energetic part in this World War II. 
One-third of our membership has already 
joined the armed forces. The Neuropsychi- 
atric Consultant in the office of the Surgeon- 
General is one of our members, as is also his 
first assistant. Others serve as psychiatric 
consultants in England and Australia, and as 
Service Command Consultants in four Ser- 
vice Command areas in the United States. 
Our Association is thus engaged in the dis- 
charge of its great duty, without however 
abandoning or lessening the efforts and 
duties with which it was entrusted before 
the war. It continues its endeavors to main- 
tain adequate standards of psychiatric teach- 
ing in our medical schools, to supply per- 
sonnel for child guidance clinics, to be ac- 
tive in the field of research, and to assist 
psychiatric nursing organizations, psychiatric 


social workers and occupational therapists. 
Those of us who are not in uniform con- 
tinue to train and also to provide psychiatric 
personnel for courts, correctional and penal 
institutions. In war or in peace, it is the care 
of the mentally ill and the development of 
our work in the prevention of mental illness 
that is ever in the forefront of our endeavors. 

As I look back on the past achievements 
and leadership of our Association, I cannot 
help but recall that exactly forty years ago 
the presidential address to this Association 
was delivered by Dr. G. Alder Blumer. I can- 
not emulate Dr. Blumer’s marvelous com- 
mand of language or the facility of his pen, 
but his wisdom and stimulating personality 
meant so much to me personally that I am 
happy to have the opportunity to testify here 
to my debt of gratitude. 

I feel a second debt of gratitude, in the 
expression of which the Association will now 
join me. I have in mind another of our 
former presidents, whose address was deliv- 
ered to you only fifteen years ago—Dr. 
Adolf Meyer. This meeting marks the 
fiftieth year since Adolf Meyer joined our 
Association. As research worker, scholar 
and organizer, as professor of psychiatry at 
one of our great medical schools, and as head 
of one of our outstanding mental clinics, 
Dr. Meyer has served our Association for 
half a century—for one-half of the whole 
duration of our Association’s existence. He 
has been a guiding light and inspiration in 
many committees, in all our councils and sci- 
entific deliberations. His erudition and con- 
tributions to the advancement of psychiatry 
are unexcelled by any one man among us. 
We rejoice that Dr. Meyer is with us today, 
and I am happy to pay the tribute of this 
organization to his distinguished service to 
it and to psychiatry as a whole, in this coun- 
try and far beyond its confines. His was the 
peaceful conquest which is the way of true 
science. 

When Dr. Blumer delivered his presi- 
dential address, our country had been en- 
joying almost forty years of peace. When 
Adolf Meyer gave us his presidential mes- 
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sage, the first World War had been left 
behind us for a whole decade. We are in 
the midst of a terrible war today, and our 
minds turn to the problems which war im- 
poses upon us. 

Our Association has always been acutely 
sensible of our national needs. At their meet- 
ing in Washington eighty-three years ago, 
when the War Between the States was at its 
height, our members tendered their services 
to the Surgeon-General of the United States, 
offering aid in the care of sick and wounded 
soldiers in the hospitals set up near the 
hattlefields. The need of such aid, especially 
in the domain of psychiatry, has again be 
come exceedingly urgent. 

‘Twenty-six ago, in 1917, Dr. 
Charles G. Wagner, then president of out 
\ssociation, spoke as follows in his annual 
address: 


years 


“In this critical hour, with the nation 
facing the greatest crisis in its history, with 
its very existence imperiled, a solemn obliga 
tion rests upon every loyal American citizen ; 
an obligation to support the government of 
the United States with all the resources at 
his command, and to render faithful and 
efficient service wherever duty calls him. 
Our country is confronted with grave prob- 
lems: a vast military organization must be 
created; unlimited financial credit estab- 
lished; war munitions manufactured on an 
enormous scale and food supplies in huge 
quantities must be provided, not only for our 
own people, but for hungry millions beyond 
the seas. The members of this Association 
can aid materially in its solution by devoting 
their energies to the task of making every 
institution possessed of farm lands largely 
self-sustaining as regards the products of 
the soil and the food supplies derived there- 
from.” 

The size, duration, and scope of the armed 
conflict have changed since Dr. Wagner 
uttered these words, but the nature of our 
problems remains strikingly similar. 

The whole world is engulfed in a titanic 
struggle, lives are being destroyed, materials 
blasted, billions upon billions of dollars spent. 
The medical profession battles to assuage 
burns, to heal wounds, and to save life. The 
psychiatrist labors to maintain civilian morale 
and the morale of the armed forces, to pre- 
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vent fear and panic and to preserve healthy 
minds. 

In times like these we must all endeavor 
to gain and hold some fundamental philos- 
ophy. As doctors of human behavior, we 
must give serious consideration to that which 
is essential and to methods of securing it. 

When anxious, tense, and thinking neither 
clearly nor believe that 
money, transportation and weapons will win 
the war and lead to the establishment of a 
just peace, 


realistically, we 


to the preservation for us and 


our children of those ways of life which we 


treasure. Yet what is wealth except physi- 
cally | mentally healthy men, women and 
childret That which we can grow or cut 
from the forests, or dig from the earth, is 
wealth and can be obtained and wiselv util 
ized only by people with sound minds, What 
values have ships, trains and airplanes, with 
out human beings of good judement and 


intact sensory-motor systems to guide and 
\ man, physicall 
not be the ship's 


direet them ound, cal 
captain, the train’s engi 
neer, or the airplane’ 


pilot unless his innet 


central switchboard funetions smoothly and 
accurately, 

\Ve are told on the highest authority that 
ninety per cent of airplane accidents are duc 
to the human factor. We also know that 
human failures are most often due to anxicty, 
brain fatigue or disorders of the sensory 
motor apparatus. Thus we come face to face 
with the fundamental truth: if the world is 
to go on, and if what we like to call civiliza 
tion is to be maintained, it must be accom- 
plished by sound minds. To us as physicians 
trained in the understanding and care of the 
minds of men, our tremendous responsibility 
is at once apparent. Brought face to face 
with the fact that the real wealth of a country 
lies in the sound minds of well human beings, 
the challenge to the psychiatrist becomes even 
more poignant. 

Our Association has always directed its 
efforts toward the care and treatment of th« 
mentally ill. In the earliest years such care 
was in large part custodial, although a few 
bold spirits conducted some therapeutic ex- 
periments. At a later period came more 
direct therapeutic endeavors to find etiologi- 
cal factors, although still very little was done 
from the preventive point of view. 
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In 1908, under the genius of Clifford W. 
Beers, The National Committee for Mental 
Hygiene came into being, and under the in- 
spired direction of our own Dr. Thomas W. 
Salmon we embarked on an organized cam- 
paign of psychiatric prevention. In the suc- 
ceeding years many members of this Asso- 
ciation held leading roles in the great work 
of improving the care of the mentally ill and 
of keeping men, women and children men- 
tally sound. 

We 
ACE omplishments which grew out of this im- 
portant work: 


can point with pride to numerous 


the child guidance clinics, the 
psychiatric service to the juvenile courts, 
the public, and the re- 
earches in mental illness, especially in de 
These latter researches are 
a direct result of public education, Posterity 


the education of 


Mentha prwecox, 
will be able more accurately to record how 
iitich the knowledge of the cause and pre 
vention of mental disease has been acceler 
ated by these organized activities, 

It was also early in the twentieth century 
that our own members began to study and 
discuss the work of Sigmund Freud, At 
first this revolutionary delving into the un- 
conscious was met at many points by opposi- 
tion and even ridicule, For years following 
l‘reud’s revelations many papers were read 
before this Association expressing doubts 
as to the value of this psychological ap- 
proach to the understanding and treatment 
of the neuroses and psychoses. The majority 
of these doubts have now been dispelled. 
Thus we witness the need for pioneers to be 
both wise and brave. In this connection we 
may recall the profound vision expressed 
by William A. White in his presidential 
address. 

Within my own lifetime in psychiatry 
we have seen another great scientific dis- 
covery. Thirty years ago the understanding 
of the relation of the spirochaeta pallida to 
general paresis was gained. With that dis- 
covery, in which one of our own members, 
Dr. Joseph W. Moore, played a major part, 
we came almost directly to the understand- 
ing of effective treatment. Today we can 
truthfully say that this formerly progressive 
and fatal disease is being checked. 

In the last decade the various shock thera- 
pies have been introduced for the treatment 


of the affective psychoses and schizophrenia. 
As a result of these therapeutic efforts we 
have all seen many cases at least temporarily 
improved and discharged from our hospitals. 
We must still await the verdict of scientific 
history for the proper evaluation of these 
therapies. A great deal of work is yet to be 
done by many well-trained men and women. 

If we are to maintain our standards of 
the past and accept the challenge and respon- 
sibility of the future, we must first of all 
continue to bend every effort toward the 
best training in psychiatry for an increasing 
number of physicians. This has been repeat- 
edly emphasized in past annual addresses. 
From stch stimulation our Committee on 
sychiatry in Medical Education came into 
being. This committee has made valuable 
contributions and has demonstrated, as have 
other committees, that if a project in hand 
is worthy and the planning for it well devel- 
oped, adequate financing can be obtained, 

With these precedents before us it would 
he well if the Council recognized the grow- 
ing need for various of our committees—if 
they are to work most effectively—to obtain 
additional financing either from Founda- 
tions or private sources, When as the result 
of such planning funds are obtained, they 
should of course be held by the Treasurer 
and ear-marked for special committee proj- 
ects, the money to be issued at the request 
of a committee chairman with the approval 
of the Council or the Executive Committee. 

We live in the midst of a great crisis, and 
we must see to it that psychiatric medical 
education is maintained at the highest pos- 
sible level, so that after the war our under- 
graduate and graduate psychiatric training 
will not have suffered unduly. 

World War I taught us many lessons. 
World War II is already bringing incre- 
ments to our knowledge of the value of 
early treatment of pathological conditions 
arising at the front, of the neurological and 
psychological effects of injuries from high 
explosives, burns and immersion, and of 
brain physiology, where much has_ been 
learned particularly in the air service. 

With the establishment of the School of 
Military Neuropsychiatry at Atlanta, many 
of our young psychiatrists will have an op- 
portunity for postgraduate work, especially 
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in the problems of the origin and treatment 
of the neuroses and psychoses in the armed 
forces. We feel sure that many of the 
lessons thus learned will have valuable im- 
plications for our psychiatric understanding 
of the problems which we shall have to face 
when the war is over. The course being 
given at the University of Pennsylvania for 
naval medical officers is dealing with the 
broad principles of psychiatry and neurclogy 
and their application in the care of neuropsy- 
chiatric casualties in naval warfare. Hun- 
dreds of young medical men attached to the 
army air corps are now receiving in their 
schools of aviation medicine an excellent 
indoctrination in psychiatry, with an under- 
standing of those special problems which 
arise among the members of the flying forces. 
Here again we see evidence of the increas- 
ing importance of psychiatric concepts and 
their application in cases of fatigue, anxiety 
and emotional stress and strain. These les- 
sons must be promptly incorporated in our 
medical school and hospital teaching. 

As we evaluate quality rather than quan- 
tity for our armed forces, and as we urge the 
maintenance of the best possible quality of 
psychiatric teaching and training in our medi- 
cal schools and mental hospitals, so must we 
also practice what we preach and in the 
growth of our own Association insist upon 
quality rather than quantity. If with the 
various pressures for quantity made upon us 
in these days we should lower our standards 
for admission into The American Psychiatric 
Association, we would then be faced at the 
end of the war with the great danger of a 
much diluted quality. The meaning and 
standards of membership must be preserved. 
Only if they are shall we be able to carry on 
with our own work and lend proper support 
to the auxiliary services, which play an ever- 
increasing and more indispensable part in the 
work of prevention and cure of nervous and 
mental diseases. This Association, through 
already existing committees and through 
others that may later be formed, must con- 
tinue to provide understanding and coopera- 
tive direction for these services. 

In 1942 the Committee on Psychiatric 
Nursing obtained a generous grant from the 
Rockefeller Foundation for the study of 
nursing education in psychiatric hospitals. 
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With the usual understanding and foresight 
of this Foundation, the grant has been ex- 
tended for two years. There may be some 
among us who would say that this is a poor 
time to study the quality of nursing and its 
development in mental hospitals. From a 
certain point of view it is perhaps, but the 
Committee on Nursing and the Council feel 
that this work should not be delayed. Some 
of the schools of nursing in our mental hos- 
pitals are at the present time struggling for 
existence. Enrollment is decreasing, courses 
are being accelerated, and schools receiving 
affiliate students for a three or four months 
course are being asked to shorten this already 
brief period. 

Mrs. Laura Fitzsimmons, who was ap- 
pointed Consultant on Nursing, has visited 
many hospitals in this country and in Canada, 
gathering much valuable information. This 
Association, through its Committee on Nur- 
sing, could not be a constructive force at the 
present time without such intimate knowl- 
edge as she has obtained. If a careful survey 
of psychiatric nursing is made at the present 
time and a reasonable degree of maintenance 
of courses for student nurses can be sus- 
tained, we shall then be in a far better posi- 
tion to advance our frontiers in the years to 
come. 

Every one of us must recognize the fact 
that our constant and close relationship to 
nursing programs and nursing techniques 
will be a deciding factor in the gradual at- 
tainment of adequate standards of psychi- 
atric nursing care, which up to the present 
time, in the majority of our hospitals, still 
leaves much to be desired. The extent of this 
inadequacy becomes distressingly apparent 
when we realize that the ratio of registered 
nurses in some mental hospitals is as low as 
one nurse to 400, 700, or even 2800 patients, 
and that inroads have been made in the past 
twelve months which impair the qualitative 
and quantitative effectiveness of the atten- 
dant groups. These inroads are heavy and 
extensive. We are faced with the necessity 
and the challenge of trying to better the im- 
mediate situation, and at the same time to 
analyze the conditions of employment, living, 
professional security and growth for gradu- 
ate nurses, so that we may ultimately be able 
to attract and hold sufficient well-qualified 
nursing personnel in all our hospitals. 
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Another auxiliary service which has de- 
veloped rapidly since the last war is psychi- 
atric social work. Those of us most familiar 
with this valuable service realize that there 
has never been a sufficient supply of quali- 
fied psychiatric social workers to meet the 
demand. At the present time the need is 
greater than ever. The American Red Cross 
is trying to secure many trained psychiatric 
social workers, and many experienced ones 
have been drawn from our hospitals into 
that service. If adequate social service super- 
vision cannot be provided, the plans and ef- 
forts for family care of mental patients must 
necessarily suffer a severe setback. 

I have estimated on reasonably careful 
data that we are faced in the next two years 
with the need of 10,000 new beds for mental 
patients in this country. If patients in family 
care must be brought back into hospitals 
through lack of social service supervision, 
we shall again face an increasing shortage 
of mental hospital beds. I believe whole- 
heartedly in the further development of 
family care, but I realize this cannot be ac- 
complished until an increasing number of 
trained and well-supervised social workers 
becomes available. Through our Committee 
on Psychiatric Social Service we must con- 
tinue to give the most careful thought and 
planning to cooperative leadership in this 
increasingly valuable service. By coopera- 
tive leadership I mean that the heads of our 
mental hospitals, our out-patient and child 
guidance clinics should see to it that an ade- 
quate number of well-trained psychiatric 
social workers be made available, to provide 
satisfactory supervision for the new work- 
ers carrying out their field assignments. 
Every mental hospital should make it a part 
of its program to train an increasing num- 
ber of social workers and to develop their 
skills. There must be no let-up in the efforts 
to reestablish recovered patients in the com- 
munity and to maintain those already out 
in family care in their respective communi- 
ties. In the whole coming scheme of things 
psychiatric, social service is going to play an 
ever more important part. The members of 
this Association must therefore develop a 
better understanding of the problems in- 
volved and better methods for the most 
efficient utilization of the service of trained 
workers. 
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As we survey the various agencies which 
we use in our work in the rehabilitation of 
mental patients, we think of occupational 
therapy. The increasing importance of this 
agency is emphasized by the fact that the 
Surgeon-General of the Army is planning 
to extend occupational therapy personnel 
and equipment as rapidly as possible to the 
neuropsychiatric wards in all of the general 
hospitals of the army. This will require a 
greater number of occupational therapists 
than are at present available. In these days 
of insufficient manpower I like to think of 
the occupational program as a work program. 
But a work program can be carried out to- 
ward rehabilitation of patients only by a well- 
trained and well-qualified personnel. In the 
training of these workers this Association 
must again be called upon to play an essen- 
tial part. It must deal with this problem not 
only from the point of view of curriculum 
needs but also of qualifications of personnel 
for well-organized hospitai opportunities and 
field service. We might well give thought 
to the establishment of a Committee on Psy- 
chiatric Occupational Therapy, which could 
study the present situation and make wise 
plans for future development. 

In all our efforts toward a better under- 
standing of the causes and cure of mental ill- 
ness, research work continues to occupy a 
dominant place. The United States Public 
Health Service has plans for the future de- 
velopment of a Research Institute, and in 
that Institute psychiatry is to have a leading 
role. Through its Committee on Research 
this Association must bend every effort 
toward the development of research centers 
in our large hospitals, toward adequate sub- 
sidizing of worthwhile research projects, 
and toward a better understanding of the 
part that research must assume in the train- 
ing of all our personnel. There is no field 
of medicine that has so vast an area of un- 
discovered knowledge as psychiatry. One 
of the great tasks of this venerable or- 
ganization should be the advancement of 
well-directed and well-coordinated research 
through the country’s great network of medi- 
cal school and hospital installations. 

In the past few years, and especially with 
the outbreak of the war, North and South 
America have been more closely drawn to- 
gether. One hardly needs to be a prophet to 
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say that in the post-war years this relation- 
ship must grow ever more intimate. The 
Committee on International Relationships 
can well devote a large part of its thinking 
in the immediate future toward the develop- 
ment of close relations with our fellow psy- 
chiatrists in Hispano-America. In former 
years many of the young psychiatrists to the 
south of us received their postgraduate train- 
ing in European centers. We all realize that 
for a long time to come those European 
centers will be deprived of their former 
broad opportunities for scientific training. 
Thus it becomes most imperative that we 
make available to our Hispano-American col- 
leagues every possible training opportunity 
and experience in our own medical centers 
and hospitals. 

Many of our Association’s presidents have 
reminded us in the past of the dangers of 
political interference in our state hospital 
systems. Over the years we have seen many 
unfortunate results eventuate from such dif- 
ficulties. Some of our presidents have re- 
ferred to the progressive elimination of such 
political machinations, while others men- 
tioned the ever-recurring threat of such en- 
croachments upon our professional work. 
Now, in one of our greatest state systems, 
political interference again rears its head. 
Our mental hospitals in the past year have 
had many difficult problems to face and have 
suffered a critical loss of personnel. All this 
brings about insecurity in our humitarian 
work, and to add to it insecurity through 
non-medical interference produces a situa- 
tion which cannot go unchallenged and un- 
fought. Every effort of this great Associa- 
tion should be directed toward protecting the 
patients and personnel of al! hospitals from 
unwarranted piracy or meddling in psy- 
chiatric planning and staffing which is bound 
to have regrettable effects upon our patients. 

The Executive Committee of your Asso- 
ciation has made every possible effort to 
protect a truly great state system from the 
domination of politicians, and I know I 
speak for all of your officers when I ask 
from you strong and concerted action in the 
present situation. 

This is the last presidential address in our 
Association’s first century of existence, and 
it is made during a time when the whole 
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world is at war. The American Psychiatric 
Association has one of the greatest oppor- 
tunities in its long history of outstanding 
service. Shall we emerge from this global 
struggle with an enhanced prestige for ser- 
vice? Shall we make our voice heard as a 
most important medical organization, or shall 
we do it only passively, or shall we fail to 
do it? I for one believe that we shall meet 
the challenge so successfully that the whole 
medical profession, as well as the line officer 
and the incapacitated soldier, will turn to us 
for appropriate service early and often. 

[In this my belief that the importance of 
our Association is ever growing, I would 
urge the Association to consider that our 
duties as well are ever increasing. This war 
has added very much to our tasks, and many 
more will be added as we make the transition 
toward peace and as we enter into the post- 
war world. Thus the current history of the 
world and the history of our own organiza- 
tion, as we leave one century and are about 
to enter the second of our existence, impose 
upon us the consideration of our needs and 
of the ways and means with which we are 
to meet these needs. Our rapid growth and 
our increasing responsibilities call for the 
establishment of a permanent and unified 
center of The American Psychiatric Asso- 
ciation. I visualize such a center as the 
American Academy of Psychiatry, which in 
a permanent home would contain and rep- 
resent the whole constellation of activities 
which are associated with the name and the 
history of our Association. It would house 
our offices; it would house our psychiatric 
library, offering opportunities for growth 
and development; it would be a center of in- 
formation for our membership regarding bib- 
liographical or research problems; it would 
house the records of our committees and 
provide room for the meetings of the Coun- 
cil, Executive and other committees ; it would 
be the administrative and intellectual clearing 
house of American psychiatry. 

We should make plans at once to bring 
about such a center and thus respond to the 
call for greater leadership by means of ac- 
cording enhanced facilities to our great mem- 
bership. The formation of such a center at 
the birth of the new century seems to me a 
vital necessity. There is every indication that 
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property in various metropolitan centers can 
he obtained at a very low figure and ade- 
quately maintained without adding materially 
to the present cost of our offices. With funds 
on hand, with the reasonable expectation of 
other funds, and with a very small voluntary 
contribution from our membership to make 
it indeed our Association’s psychiatric home, 
the project appears to me thoroughly prac- 
ticable and represents a very urgent need for 
which plans should be made immediately 
by our Executive Committee for favorable 
and prompt action of the Council. 

While we are looking ahead and planning 
with confidence, we are fully aware of our 
daily tasks which are so well reflected in 
this meeting. The officers of your Associa- 
tion would not have considered it justifiable 
to hold this annual meeting had it not been 
for the large number of papers which have 
been presented bearing directly on psychi- 
atric problems of the Army, the Navy, and 
the Merchant Marine. The program of our 
meeting has been largely centered about mat- 
ters bearing directly on the effectiveness of 
eliminating the nervously and mentally unfit 
from our armed forces, as well as on the 
preservation of the mental health of those 
in the service, both in this country and in 
the combat zones. The all-out effort toward 
the winning of the war is thus clearly re- 
flected in our program; the maintenance of 
mental health and morale of manpower on 
the home front, the care and treatment of 
sick soldiers and sailors, stand out as fore- 
most centers of our attention. As psychi- 
atrists we are justified in feeling that we are 
giving our very best to the task of winning 
this gigantic struggle. There is still much 
to be done. We were slow in organizing our 
psychiatric forces and in making our voice 
clearly heard. But we may well be proud of 
our increasingly effective record during the 
past nine months. It has been my fortunate 
opportunity to see much of this development, 
to hear personally from many of our mem- 
bers in the service, and to visit numerous 
camps. I have noted with pride the rapidly 
growing number of consultations asked of 
the psychiatrist by the medical and surgical 
men. This is a wholesome indication of a 
service that is being recognized and rendered. 
Under these circumstances the former isola- 


tion of the psychiatrist cannot but be lessened, 
and our great specialty will be welded into 
the whole fabric of medicine—a condition 
long overdue, and one which will have great 
influence in the understanding of the human 
being as a whole. 

Before the war is won many more younger 
psychiatrists will be needed in the service, 
for the mental health of the combatants must 
be safeguarded. There is already a great 
need for older, experienced psychiatrists in 
the foreign theatres of war, as well as in the 
more important service positions in this 
country. As an Association we must not at 
any time relinquish our efforts to provide 
for this struggle as great and as fine a psy- 
chiatric organization as can be obtained. 

It is unfortunate that throughout these 
fateful days since December 7, 1941 no one 
in high places has emphasized the need for a 
quality army. Planning has been in terms 
of ten or eleven million personnel, including 
an army of 8,200,000. But in that army and 
navy do we want those who in all reasonable 
probability will break down within a few 
weeks, becoming mental casualties, many 
of whom will be permanent dependents of 
the Government? As General Rees of the 
lsritish Army Medical Corps so aptly phrased 
it, “Do we want those who will become 
consumers of man-power rather than a 
strength to the army?” This Association, 
together with other psychiatric and neuro- 
logical associations, has for many months 
emphasized this point. The central problem 
has been the rejection from the armed forces 
of those who because of nervous and mental 
disability are obviously unfit for any effec- 
tive service with the armed forces. We have 
endeavored to see that Selective Service ob- 
tained adequate histories pointing toward 
such ineffectiveness and provided the induc- 
tion boards with such records. This has been 
accomplished through the efforts of some of 
our outstanding leaders, but in all too few 
localities. As a general policy it has had lip- 
service approval from Selective Service, but 
it has not yet become nation-wide, and rela- 
tively little has been done by Selective Ser- 
vice to promote such a procedure. Prevent- 
able tragedies have occurred in the theatres 
of war, thousands of young men have broken 
down unnecessarily; yet we still await the 
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enforcement of the requirement for a pre- 
liminary production of adequate histories 
of inductees. 

We learned this lesson of disability in 
World War I. Some of us remembered it. 
In this war, in which quantity is overstressed, 
I have estimated (and I think with some 
accuracy) that under the present procedure 
of induction at least 200,000 young men will 
be discharged from the army and navy with 
neuropsychiatric disabilities within the next 
two years. With adequate screening I be- 
lieve that at least half of these could have 
been eliminated in advance, and a great num- 
ber of them retained for agriculture, indus- 
try and other work on the home front. In 
these days of shortage of manpower this is 
a consideration of added importance. I do 
not want you to think that this percentage 
of neuropsychiatric casualties is high. It is 
not. But the medical man and the surgeon 
are constantly striving to lessen their fail- 
ures. The difference between a good doctor 
and a poor one is the difference in the re- 


covery rate of his patients. Psychiatry wants 
to do the best possible job and, if given the 
tools, will do progressively better work. As 
an Association we must continue to insist 
that we obtain these tools, one of the most 
important of which is a better selection and 
induction procedure. In the coming years 
we do not want to witness large numbers of 
men broken in mind, especially when the 
breakdown of these minds could have been 
prevented. As psychiatrists we want to win 
this war as much as any group of citizens, 
but we are deeply sensitive to what war does 
to the minds of men. We believe the war 
can be won more promptly with a large army 
of fit men. A larger army with a great pro- 
portion of the unfit increases the military 
responsibilities, not the assets. Many of 
those unfit are bound in the future to become 
permanent civic liabilities of their country. 

Our achievements in this global struggle 
have been slow to come, but they have been 
good, and we must see to it that they become 
better. 
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ARTHUR HILER RUGGLES, M.D. 
PresIpENT 1942-1943 


A BroGRAPHICAL SKETCH 
ROSS McC. CHAPMAN, M.D., Towson, Mb. 


[t is not an easy task to prepare a bio- 
graphical sketch of a good friend who has 
accomplished so much of value through the 
years, and whose life promises so much 
more, for Arthur Hiler Ruggles seems to 
have just arrived at his full vigor. 

He was born in Hanover, New Hamp- 
shire, January 26, 1881, the son of Edward 
Rush and Charlotte Blaisdell Ruggles. His 
father was professor of romance languages 
at Dartmouth College. His maternal grand- 
father had been treasurer of the college and 
therefore it was quite natural that Dr. Rug- 
gles and his brothers should attend Dart- 
mouth. 

In 1902 he graduated, having been active 
there in his fraternity, Delta Kappa Epsilon, 
and the Senior Society, Casque and Gaunt- 
let. He managed the football team in his 
senior year. He then matriculated at Har- 
vard Medical School, receiving the degree of 
M.D. in 1906. During his medical course 
he spent two summer vacations at the Dan- 
vers (Mass.) State Hospital, and it was 
there that his interest in psychiatry crystal- 
lized. His general internship was spent at 
the Rhode Island Hospital, in Providence. 
Joining the staff of Butler Hospital in 1909, 
Dr. Ruggles has been continuously connected 
with that institution since. 

In 1914 he married Hazel M. Wheeler, 
and of that union two children, Arthur Hiler, 
Junior, and Ann were born. The happy 
family circle was broken by the death of Mrs. 
Ruggles in April, 1939. 

During World War I Dr. Ruggles served 
in the Medical Corps of the Army, with the 
rank of Major, and was medical director of 
Base Hospital 214 in France. He further 
served with the A.E.F. as psychiatrist to the 
2nd_ Division, being discharged several 
months after the end of the war, when he 
resumed his medical duties at Butler Hos- 
pital as first assistant physician. 

In 1922 Dr. G. Alder Blumer, superin- 
tendent of Butler Hospital, retired from ac- 


tive duty and Dr. Ruggles was selected as 
his successor. It is interesting to note that 
three of the six superintendents of Butler 
Hospital were presidents of the American 
Psychiatric Association. Dr. Isaac Ray, the 
first superintendent, served from 1855 to 
1859, Dr. G. Alder Blumer, 1902-1903, and 
Dr. Ruggles, 1942-1943. Of further interest 
is the long tenure of office of these three 
men as superintendents of Butler Hospital: 
Dr. Isaac Ray served from 1845 to 1867, 
Dr. G. Alder Blumer from 1899 to 1921, and 
Dr. Ruggles from 1922 to the present date. 

In 1932, utilizing a large bequest left by 
Mr. and Mrs. George L. Bradley, of Provi- 
dence, to establish a hospital for children 
presenting nervous disorders and problems 
of behavior, Dr. Ruggles was selected to con- 
struct and organize the Emma Pendleton 
Bradley Home, one of the pioneer institu- 
tions of its kind. He was its first superin- 
tendent and managed its affairs for a full 
decade, retiring in 1942 to become executive 
vice-president. In 1943 he was elected presi- 
dent of its board of trustees. 

Dr. Ruggles has led an active community 
life, serving the City of Providence and the 
State of Rhode Island in many capacities. 
He has taken a prominent part in establish- 
ing the policies of various organizations con- 
nected with Providence Council of Social 
Agencies, and has given freely of his time 
and energy to the advancement of the medi- 
cal, health and welfare organizations of the 
state. In 1940 he was the first recipient of a 
silver plaque awarded in recognition of the 
most outstanding contribution of a citizen of 
Providence to the promotion of community 
welfare. 

Dr. Ruggles is a member and past presi- 
dent of city and state medical organizations, 
past-president of the University Club, a 
member of the Agawam Hunt and Provi- 
dence Art Clubs. A member of the Central 
Congregational Church of Providence, he 
has served for a number of years on its 
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board of deacons. He is a past-president of 
the Rhode Island Dartmouth Association, 
and has maintained the deepest interest in his 
Alma Mater. Last year he was reelected for 
a second term of five years as a trustee of 
Dartmouth. 

Over the years Dr. Ruggles has taught 
psychiatry at Brown, Yale and Dartmouth. 
In 1925 he was invited by the authorities of 
Yale University to establish the Department 
of Mental Hygiene, and as professor of 
clinical psychiatry and consultant in mental 
hygiene he carried on the work of the depart- 
ment while on a year’s leave of absence from 
Butler Hospital. 

In 1926 the honorary degree of Doctor of 
Science was conferred on Dr. Ruggles by 
Dartmouth College, which also made him a 
member of New Hampshire Alpha of Phi 
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In 1929 he also received the | 
Doctor of from Brown 


Beta Kappa. 
degree of Science 
University. 

Dr. Ruggles has been most acti 
Mental H: 
having served on its executive committee and 
as its president from 1934 until 1940. 

The present war finds Dr. Ruggles vigor- 
ously carrying on on the home front. Last 
fall, at the invitation of the Secretary of 
War, Mr. Henry L. Stimson, he was engaged 
mittee which 
met in Washington over a period of several 
weeks to study the medical services of the 


National Committee for 


a member of 


army. He has met, as president, the exacting 
demands of the American Psychiatric Asso- 
y. We may 
well look with pride on the accomplishments 
of his administration. 
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ciation with distinguished ability. 
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A SYMPOSIUM ON PSYCHIATRY IN THE ARMED FORCES 
FOREWORD 


BY 


ARTHUR H. RUGGLES, M.D. 


President of The American Psychiatric Association 


The following papers were presented at 
the ninety-ninth annual meeting of The 
American Psychiatric Association held in 
Detroit, May 10-13, 1943. This program 
was arranged in order that we might have 
the benefit of the experience of as many of 
our members as possible who were serving 
with the Armed Forces in this country and 
all over the world. We felt their experience 
would be extremely valuable to all psychia- 
trists, especially to those serving with the 
Army, Navy, Marine Corps and Merchant 
Marine, and that the early publication of 
and their distribution to as 


t 
these 


papers 


many medical men as possible in the service, 
or about to enter the service, would be of 
distinct value in bringing the latest psychi- 
atric information to all. We also felt that 
this information would promote better un- 
derstanding of the problems of the selection 
of soldiers and sailors for active service, and 
for the early recognition of nervous and 
mental diseases and their prompt and efficient 
treatment. 

This volume is very respectfully dedicated 
to all those serving with the Armed Forces 
in World War No. 2. 
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MILITARY PSYCHIATRY 
FOREWORD 


BY 


NORMAN T. KIRK, M.D. 
Major General, U. S. Army 
The Surgeon General 


It is a source of considerable satisfaction 
that the American Psychiatric Association 
at its annual meeting saw fit to devote such 
a large portion of its program to military 
problems, especially those intimately con- 
cerned with the Army. It was recognized at 
an early stage that the military neuropsy- 
chiatrist would play a responsible role in 
selection, the early recognition, treatment and 
elimination of intellectually and emotionally 
unstable individuals so necessary to the rapid 
and effective mobilization of large forces. 
An organization has been developed, there- 
fore, to aid in fully utilizing the principles of 
preventive medicine and training in this spe- 
cial field. Large numbers of neuropsychia- 
trists have been assigned at the most stra- 
tegic points in the Army structure from 


induction to discharge All efforts are being 
constantly directed toward the development 
of more effective methods in view of longer 
and wider experience. 

It is my desire that insofar as possible 
the medical profession should be kept in- 
formed and be encouraged to cooperate in 
this critical and common purpose. 

The many military and civilian specialists 
who have so unselfishly served the widely 
scattered forces and those who have so effec- 
tively portrayed in this symposium the di- 
versified functions of Army neuropsychiatry 
are to be commended for their valuable 
assistance thus far. They should be encour- 
aged to direct vigorously their future ef- 
forts toward the difficult war and post-war 
periods. 


= 
| 
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THE FUNCTION OF NEUROPSYCHIATRY IN THE ARMY* 
ROY D. HALLORAN 


Colonel, Medical Co) ps 


AND 


MALCOLM J. FARRELL 


Lieut. Colonel, Medical Corps, Washington, D. C. 


For the past year and a half, our country 
and her allies have been engaged in a titanic 
struggle with ruthless and treacherous ene- 
mies who have been carefully prepared both 
psychologically and physically. This is a 
war where sheer physical strength has been 
frequently subordinated to the skill of tech- 
nical units closely coordinated by land, sea 
and air; where strength, speed, timing and 
teamwork are the four horsemen of control ; 
where there are no fixed fronts, distances 
are nullified, and civilian populations and 
industries are as sharply exposed as the 
fighting forces. The rapid expansion of the 
Army and the Medical Corps during the 
present emergency has brought to light many 
problems, especially in the field of military 
neuropsychiatry. It would, therefore, ap- 
pear desirable to present, in the short time 
available and in so far as military necessity 
will permit, some of the peculiar problems 
confronting the Army neuropsychiatrist. 
This is the purpose of this and the other 
papers of this symposium. 


THE VALUE AND USE oF NEURO- 
PSYCHIATRY 


The lessons and principles learned from 
World War I are so well known that they 
need not be discussed. Suffice it to say that 
the need for neuropsychiatry in the armed 
forces was clearly established. We must 
bear in mind, however, that both neurology 
and psychiatry have developed greatly since 
that time and more particularly the methods 
and the extent of warfare have so changed 
as to make comparisons inadequate. No one 
will contend that neuropsychiatry is perfect 
but it is clear that whatever its weaknesses, 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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the contributions made by this specialty have 
irmly established its value to the Army. 

The Surgeon General has been actively 
interested in providing adequate methods 
yf selection and neuropsychiatric care and 
shortly after the outbreak of war established 
a separate Branch of Neuropsychiatry, in 
close relationship with the other major 
branches of medicine. An understanding of 
the psychological factors in physical disease 
and the reverse has been fostered and is 
strikingly reflected in the cooperation which 
exists between the neuropsychiatric and 
other medical sections in army hospitals. It 
is common experience that neuropsychiatric 
consultations far outnumber, others in gen- 
eral and station hospitals. 

The general functions of the Neuropsy- 
chiatry Branch at this time may be de- 
scribed as administrative, educational, ana- 
lytical and correlative, not only to the Army 
but to other Governmental agencies. It 
would be impossible, however, for such an 
office to control completely neuropsychiatry 
in the Army, subdivided as it is and scattered 
throughout the globe. Accordingly, consul- 
tants have been provided for the major over- 
seas theaters of are being 
assigned to each service command. They 
supervise and standardize neuropsychiatric 
practice in their respective commands and 
act as a liaison between The Surgeon Gen- 
eral’s Office and the field. For the first time 
the hospital psychiatrist has been provided 
with an opportunity to discuss his problems 
with an understanding colleague who has 
the advantage of wider experience, both pro- 
fessionally and militarily. 

The value of neuropsychiatry has proven 
itself at the induction station. Never be- 
fore has neuropsychiatry been called upon 
to perform a greater and more important 
task. A real challenge has been offered to 
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neurologists and psychiatrists to select men 
for the military forces who are mentally 
stable. Many factors have made this a most 
difficult procedure, especially the necessity 
of inducting large groups of men as rapidly 
as possible. Everyone recognizes that the 
time for the examination is too short, that 
the lack of adequate information in many 
areas has handicapped the psychiatrist, and 
that there has been a lack of well trained 
psychiatrists in some areas. However, the 
Neuropsychiatry Branch is now aiding the 
Selective Service System Headquarters in 
devising a method of supplying this much 
needed information. The bulk of selection 
has fallen upon civilian neuropsychiatrists, 
and much can be said in praise of the manner 
in which this difficult task is being accom- 
plished. Where competent civilians are not 
available, the Army has tried as far as pos- 
sible to provide neuropsychiatric officers. 
However, as more civilian specialists enter 
the armed forces and as the military special- 
ists are required for the more pressing needs 
of combat service, it has become necessary to 
carry on the important task of selection with 
fewer available specialists. There is certainly 
no test yet devised that is so perfect as to 
detect all the psychopaths and the potential 
psychoneurotic individuals, particularly those 
who make an excellent impression during a 
brief examination. The difficulties presented 
by those who will actually conceal their his- 
tories and their present conditions are only 
too well known. 

The induction of the 18 to 20 year old 
groups has presented special problems. It is 
well known that while some youths in this 
age group are well matured both physically 
and emotionally, others are not so well de- 
veloped. All medical officers, and especially 
neuropsychiatrists, are required to be espe- 
cially observant for the immature individual 
so that he can be rejected or deferred for 
re-examination at the end of six months, 
thus preventing unwarranted risks to the 
underdeveloped. While regulations can be 
laid down to govern selection, nothing can be 
substituted for sound professional judgment. 

The selectee spends his first few days in a 
recruit reception center where the process 
is one mainly of classification by specially 
trained psychologists, issuing of uniforms, 


2 


and receiving inoculations. While in many 
of these centers neuropsychiatrists are avail- 
able, there is little opportunity for military 
discipline and training to produce their full 
effects—the time is too short and the new- 
comer is too busy. 

It is inevitable that even under the most 
exacting induction examination some indi- 
viduals will be missed who cannot adapt 
themselves to military life. Every attempt, 
therefore, must be made to weed them out 
during the early training period. It soon 
became evident that the ideal place to accom- 
plish this is in the replacement training 
center. Here the new soldier is given basic 
training in this branch of the service and 
here the hazards of Army routine begin to 
manifest themselves in emotionally unstable 
and intellectually inadequate individuals. 
The Army has established, therefore, special 
mental hygiene units in eighteen replacement 
training centers, under the direction of spe- 
cially selected and qualified neuropsychia- 
trists. More will be established as qualified 
specialists become available. This medical 
officer is assisted by a psychologist and a 
psychiatric social worker furnished by the 
American Red Cross. In some instances, 
trained psychiatric social workers among 
enlisted personnel are available. The purpose 
of these clinics is to aid the adjustment of 
normal individuals and those with minor diffi- 
culties, and to detect and eliminate the men- 
tally unstable who are or may become a 
distinct liability to military training. 

In order to function at his best, the neuro- 
psychiatrist must take an active interest in 
the training camp activities and training 
hazards under simulated tactical conditions ; 
thus will he be better prepared to institute 
appropriate therapeutic measures at a most 
opportune time. It is well known that the 
training period is extremely critical. The 
eventual safety and efficiency of the soldier 
himself depend upon the proficiency ac- 
quired through training. He will fortify 
himself against the rigors of modern war- 
fare in which noise, lack of food, fatigue, 
fear of death and fear of being wounded 
or captured, are expected hazards. The 
English have found that many neuropsy- 
chiatric casualties can be traced to a lack 
of adequate training. The neuropsychiatrist 
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must be able to interpret these factors 
through the medium of instructive talks on 
mental hygiene subjects to line officers, chap- 
lains, provost marshals and others in author- 
ity who learn thereby to recognize incipient 
disorders which may be referred for in- 
vestigation. Certain talks are often given 
to the newly inducted soldier which are 
especially designed to aid his adaptation to 
military life and to overcome his natural 
fears and resentments. Such talks have been 
so successful that movies on these subjects 
are being produced which will be shown to 
all new soldiers. These will be discussed else- 
where at this meeting. The value of this most 
important use of practical neuropsychiatry 
has the wholehearted support of the line 
officers. Results have already shown that 
many previously inevitable hospitalizations 
and discharges have been avoided, thus sav- 
ing many men for the Army. 

Those inductees who, through necessity, 
are assigned directly te units, have avail- 
able the services of neuropsychiatrists who 
are on the staff of the station or post hos- 
pital. These officers not only function in 
separately organized neuropsychiatric sec- 
tions but frequently have developed exten- 
sive out-patient consulting services similar 
to those of civilian general hospitals. 

Neuropsychiatrists are assigned to the 
medical staffs of named or fixed station and 
general hospitals. As far as possible, a 
neurologist is assigned, especially in the 
general hospital. Neuropsychiatrists are also 
assigned to numbered or mobile general hos- 
pitals, evacuation hospitals, field hospitals 
and station hospitals of over 250 bed capac- 
ity. These numbered units are designed for 
overseas duty. The neurologist is especially 
needed in the large general hospital in com- 
bat zones. However, the available men suffi- 
ciently trained are too few. 


INCIDENCE OF NEUROPSYCHIATRIC 
CASUALTIES 


The incidence of neuropsychiatric casual- 
ties in the Army, especially since the declara- 
tion of war, has been surprisingly low up to 
the present time. This has also been the 
experience of the Navy(1). The incidence 
of mental disturbances in military life can- 
not be adequately compared to that of civil 
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life. In the Army, the individual is in a 
very inelastic environment where the least 
variation stands out in bold relief, whereas 
in civilian life, where many allowances can 
be made for individual peculiarities, the 
somewhat handicapped person will often 
pass unnoticed. Neuropsychiatric casualties 
in civilian life are usually recorded when 
the behavior of the individual is so grossly 
disturbed that he requires hospital care. 
The psychoneurotics who crowd physicians’ 
offices or are treated in general hospitals 
are seldom if ever recorded. The psycho- 
paths who are minor law offenders and fre- 
quent the jails are often ignored in mental 
statistics. Only estimates can be made of 
the feebleminded. If some more accurate 
method of determining the civilian incidence 
of mental disorders could be found, military 
figures might be lower than those of civilian 
life. 

While the effectiveness of no organization 
may be fully measured in terms of statistical 
results, some general trends may be of in- 
terest. Evidence already indicates from fig- 
ures available to the Office of The Surgeon 
General that, in spite of its many deficiencies, 
the brief induction screening is preventing 
a greater percentage of potential misfits from 
entering the Army than during the last war, 
when there were about two per hundred re- 
jected for nervous or mental unfitness prior 
to induction. Since the beginning of 1942, 
when the single screen was adopted, rejec- 
tions for this cause have varied between 
seven and eight per hundred examined and 
comprised about one-third of rejections for 
all causes. About one-seventh of all neuro- 
psychiatric rejections are neurologic. 

During World War I, in 1918, the dis- 
charge rate for mental and nervous disorders 
was approximately seven-tenths per hundred 
strength while the latest figures for this war 
show the rate to be about four-tenths per 
hundred. We must continue, however, to 
avoid wherever possible the tragic and even 
weakening effect of the mentally disordered 
upon the Army structure by greater stress on 
detection at induction and during early train- 
ing. The fact that the hospital admission rate 
of neuropsychiatric cases did not greatly ex- 
ceed two and seven-tenths per hundred men 
per annum in 1942 and recently these ad- 
missions were only two and five-tenths per- 
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cent of the admissions for all causes does 
not furnish reason for great alarm con- 
sidering the size of the Army and its rapid 
mobilization. About five and four-tenths 
percent of all patients remaining in Army 
hospitals are neuropsychiatric. About one- 
third of the medical discharges are neuro- 
psychiatric. A year’s sampling shows that 
about t®éventy percent of all neuropsychiatric 
hospital admissions, exclusive of epilepsy, 
are neurologic. Epilepsy added another 
five percent. 

As to casualties from certain overseas 
areas, about fifteen to twenty percent of 
those reaching this country are neuropsychi- 
atric. It should be noted that the actual 
ratio of neuropsychiatric disorders to all 
casualties has been about five percent in 
those areas. 


THE Types oF NEUROPSYCHIATRIC 
CASUALTIES 


No new mental disturbance has as yet 
been described in the present war either 
from our own experience or from that of 
our Allies. A glance at the diagnoses lists 
will readily show that the disturbances en- 
countered are similar to those in civilian 
life. All of the familiar psychoses are en- 
countered, with schizophrenia and the affec- 
tive disorders heading the list while the 
organic reaction types are relatively few. 
While the clinical course of many of these 
psychoses closely parallels those found in 
civilian life, many military neuropsychia- 
trists have observed numerous schizophrenic- 
like manifestations, emotional disturbances, 
and peculiar personality disorders which ap- 
pear rapidly, approach a full-blown psychosis 
which may even defy differentiation from 
the accepted syndromes, only to dissolve 
quite rapidly under brief hospitalization. 

The psychoneuroses comprise the largest 
group of mental disturbances in the army, 
both in the combat zones and in the train- 
ing areas. The commonest types are, in 
numerical order, (1) the anxiety states; 
(2) conversion hysteria; (3) reactive de- 
pressions. The Army can well be called the 
proving ground of men. Every person, 
no matter how strongly integrated, has his 
breaking point when sufficient stress is ap- 
plied. Those who are relatively poorly in- 
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tegrated will usually break under the stresses 
of the training period and can be eliminated, 
while those who are of better mettle reach 
the combat areas where the effects of fatigue, 
lack of food, fear, noise and the sight of 
wounded and dying comrades severely test 
the most stable personalities. 

The constitutional psychopath makes up a 
large group of individuals who are most 
undesirable. Owing to his good intelligence, 
he is often difficult to detect at induction and 
even well into his training period. Often he 
is urged into the Army by well-meaning but 
ill-advised parents, physicians, judges and 
others, with the hope that the Army will 
“make a man of him.” 

Investigators in this country and abroad 
are devoting increasing attention to the 
effects of blast and trauma. It is becoming 
more apparent that organic changes are pro- 
duced which cause mental changes. It may 
be supposed that many cases which hereto- 
fore were considered to be psychoneuroses 
or psychoses, due to combat, were really the 
result of these injuries. Therefore, careful 
consideration must be given to neuropsychi- 
atric casualties, especially those occurring in 
combat, in order that these injuries and their 
effects will not be confused with purely 
functional conditions. 


THE PROBLEM OF DETECTION AND 
ELIMINATION 


Next to the problem of selection, the 
question of the detection and elimination 
of the mentally unfit must be met squarely 
by the neuropsychiatrist. The detailed ad- 
ministrative machinery set up for the es- 
tablishment of the mental status and dispo- 
sition of the neuropsychiatric casualty has 
been developed by experience, as necessary 
not only for the protection of the Govern- 
ment, but also for the full protection of the 
soldier’s legal rights. Army board proceed- 
ings have their counterparts in civil law. 
The neuropsychiatric medical officer must 
familiarize himself with these procedures so 
that the soldier may be returned to duty as 
soon as possible or discharged from the 
Army. The Army does not and should not 
plan to provide prolonged clinical care since 
its purpose is “to build and maintain a 
healthy and effective fighting force.” It can- 
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not be burdened, therefore, with a large 
number of non-effectives. 

The neuropsychiatrist meets many puz- 
zling and bizarre manifestations of mental 
disturbances which are peculiar to the mili- 
tary service an? which are a challenge to his 
diagnostic judginent. Obviously, meticulous 
care and judgment must be exercised to 
avoid a diagnosis which may stigmatize the 
soldier and interfere with, or result in the 
loss of, his service to the Army, or his re- 
turn to a useful and contented adjustment 
in civilian society. Only by experience and 
aptitude can these difficulties be overcome— 
but the time is short, there may be a lack 
of sufficient stability of organization because 
of rapid expansion or movements and delays 
may be costly. 

The one criterion as to whether a man 
should stzy in the Army is the manner in 
which he performs. The neuropsychiatrist 
must always keep this in mind before he 
makes a recommendation. It occasionally 
happens that a medical officer called in con- 
sultation finds a neuropsychiatric condition 
which he believes would warrant discharge 
and he so recommends. When the case is 
presented before the board for action, the 
medical officer may find to his chagrin that 
the man’s commanding officer does not rec- 
ommend discharge since he is considered a 
good soldier or he can perform some special 
but necessary task. Tests and examinations 
are helpful but they cannot be hastily con- 
sidered without regard to the man’s military 
performance. 

In spite of the Army’s general acceptance 
of neuropsychiatry, we occasionally hear 
from the neuropsychiatrist that higher au- 
thority does not always approve his rec- 
ommendations for disposition. In these cases 
this officer should be certain that the fault 
is not his. He may not have inspired confi- 
dence and has not sold himself or his ideas. 
In fact, he may not have adapted himself 
to the Army and its needs. 


TREATMENT 


While selection, detection and elimination 
must be considered to be the most essential 
triad of the neuropsychiatrist’s duties, treat- 
ment has not been neglected. The mental 
hygiene program in replacement training 
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combat neuroses. This experience has al- 
ready been confirmed in our own troops. 
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in the evacuation hospital. Those more re- 
sistant to treatment can be evacuated to the 
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pitals. As in the last war, experience shows 
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the situation in which his mental disturbance 
occurred, the less likely are his chances for 
salvage for further duty. 

Again it must be emphasized that the 
function of Medical Department is ‘to 
build and maintain an efficient fighting 
force.” The treatment provided must be 
directed toward that goal, and the treatment 
of large numbers of the severe neuroses and 
psychoses will not aid in its achievement. 


DELINQUENCY 
In the Army the aid of the neuropsychia- 
rist is being constantly sought in the han- 
dling of the delinquent soldier. Military law 
requires proof that the accused intended to 
commit the crime with which he is charged 
and also that he had the capacity of intent. 
lhis immediately raises the question of men- 
tal competency. The Manual for Courts- 
Martial directly charges the President of the 
Court and the Trial Judge Advocate with 
the duty of referring questionable cases for 
psychiatric study. The neuropsychiatrist, 
therefore, finds himself more than any other 
officer appearing before courts. 

The Army has recognized that many 
soldiers who are in conflict with military law 
a psychopathic background. Psychia- 
trists have, therefore, been stationed for a 
long time at the United States disciplinary 
barracks at Fort Leavenworth, Kansas. Psy- 
chiatrists have been assigned, also, to the 
newly established detention and rehabilitation 
centers in each service command, where an 
attempt is made to salvage as many as pos- 
sible for further service. 

Army regulations require that deserters 


have 


_ be given a physical examination, including a 


mental evaluation, after returning to military 
control. Since deserters can be discharged 
by reason of physical or mental unfitness, 
many trials of mentally irresponsible indi- 
viduals have been prevented. 

Recent directives have provided for a more 
enlightened and humane method of handling 
the homosexual problem. ‘Those homosex- 
ual individuals who have not indulged in the 
practice may be discharged because of traits 
of character not desirable in the military 
service. Those who have been discovered in 
the act may now be handled by administrative 
discharges, if the facts so warrant, rather 
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than being tried before a general court- 
martial and imprisoned if found guilty. 


MorRALE 


Morale is an intangible necessity without 
which no army can be successful. Soldiers 
with inferior weapons and equipment but with 
high morale can overcome an enemy with 
the best equipment but low morale. The 
Army is well aware of this, and through 
its Morale Division has accomplished much 
by encouraging athletics, recreation and en- 
tertainment as diversions. A morale officer 
is assigned to each post and unit. Frequent 
physical inspections are conducted since poor 
health can seriously interfere with morale. 
The selection, preparation and serving of 
food is closely supervised as it is well known 
that plenty of good food is one of the prime 
supports of good morale in any group of 
men. Morale, however, is far more than 
entertainment and diversion. As a matter 
of fact, it is an integral factor in mental 
hygiene. The neuropsychiatrist by his very 
experience and training is well qualified to 
assume leadership in a program designed 
to stimulate the vigorous mental attitude re- 
quired for victory. Such a program inevita- 
bly must consider the problem of fear which 
has been discussed earlier. It is the neuro- 
psychiatrist’s task to point out to soldiers 
that fear is a normal emotion which calls 
forth certain physical symptoms experienced 
by even the bravest of men and that fear 
and its bodily reactions can prepare the in- 
dividual to fight. Efforts must be directed 
toward the substitution of fear of combat for 
the fear of the consequences of defeat. This 
definitely brings psychiatric implications and, 
essentially, is an adaptation of group psycho- 
therapy at a most opportune time. 

In line with these considerations, the 
Neuropsychiatry Branch has established liai- 
son with the Army’s Morale Division through 
the medium of a specially qualified neuro- 
psychiatrist. Thus, neuropsychiatry is in a 
better position to give further important aid 
by offering advice and guidance in this im- 
portant field. 


TRAINING IN MILITARY NEUROPSYCHIATRY 


The burden of clinical care of the neuro- 
psychiatric patient has fallen in most in- 
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stances upon medical officers commissioned 
from civilian life and has presented many 
new experiences to the new officer whether 
he comes from private or hospital practice. 
Many of these difficulties have already been 
considered. There are a few more outstand- 
ing ones that deserve mention. In civilian 
practice, he is accustomed to a more leisurely 
observation and confirmation of his findings 
and is more concerned with the individual, 
whereas in the military his primary concern 
is the needs of the military forces while in- 
dividual consideration must be secondary. 
The neuropsychiatrist must first learn to 
become a good medical officer and then a 
good neuropsychiatrist. He is likely to be- 
come bewildered at the extent and exacting 
character of the various administrative pro- 
cedures confronting him. Of necessity, he 
must develop the ability to come to a rapid 
decision based on fact and clear thinking. 

The civilian professional experiences of 
military neuropsychiatrists have varied con- 
siderably. Some have been predominantly 
psychoanalysts, some neurologists, some have 
come from state hospitals or child guidance 
clinics, some have been prison psychiatrists, 
or engaged in other activities. All are con- 
fronted with common problems and tasks 
which require uniformity in procedure. Clin- 
ical manifestations peculiar to military life 
are frequently encountered. 

In recognition of the difficulties facing the 
neuropsychiatrist and with the active in- 
terest of The Surgeon General and his staff, 
a School of Military Neuropsychiatry has 
been developed at Lawson General Hospital, 
Atlanta, Georgia, whose commanding general 
is a well-known psychiatrist. Here the mili- 
tary aspects of neuropsychiatry, together 
with a review of dynamic psychiatry, organic 
psychiatry and neurology, all from a mili- 
tary point of view, are taught by experienced 
instructors who are supplemented from time 
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to time by specially selected officers pre- 
senting lectures on other subjects of special 
interest to the military neuropsychiatrist. 
Experience has amply shown that the best 
method of teaching military neuropsychiatry 
is by constant reference to and the use of 
military casualties. It is pointed out that 
this school is not attempting to “make” 
neurologists or psychiatrists but rather to 
provide specialized training in the military 
application of their specialty. 

The shortage of qualified officers neces- 
sitates more dependence on graduate nurses 
with a neuropsychiatric background. There 
is an appalling shortage of personnel trained 


in this field available to the Arm: \ccord- 
ingly, this Branch has been in consultation 
with the Nursing Division with a view to 


developing specialized training in psychiatric 
nursing. Such a program has already been 
planned. 


SUMMARY 


The special and prominent 
neuropsychiatry occupies in the 
been discussed. The problems confronting 
this specialty have been considered, together 
with the contributions that can be and have 
been made. Much of the progress in this 
field was given momentum by the last war. 
Neuropsychiatrists have again an excep- 
tional opportunity to collect valuable data 
from many sources which will further enrich 
neuropsychiatric understanding and _litera- 
ture if they will seize the unexcelled oppor- 
tunity within their grasp. At the same time 
they will contribute in fullest measure to a 
successful conclusion of the greatest mili- 
tary effort in the world’s history. 
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PSYCHIATRY IN THE ARMY AIR FORCES’ 
JOHN M. MURRAY 
Major, Medical Corps, Office of the Air Surgeon, Washington, D. C. 


The problems which arise in the Army 
Air Forces and call for psychiatric help in 
solving can be divided into three categories: 

1. Selection of aviation cadets. 

2. Mental hygiene in the ground crew 
members’ training centers, known as the 
Technical Training Command Basic Train- 
ing Centers. 

3. Care of psychoneuroses which arise in 
the services and maintenance of personnel. 


SELECTION OF AVIATION CADETS 


The first problem is that of the selection 
of proper personnel to be trained for pilots, 
navigators, and bombardiers, which is an 
intensely interesting and difficult one. 

The approach to the problem is from two 
angles—psychologic and psychiatric. Elabo- 
rate psychologic tests are given the candidate 
which require approximately ten hours to 
complete, and include tests of learning, in- 
terests, mathematical abilities, manual dex- 
terities, coordinative abilities, concentration, 
etc. From these is gained a comprehensive 
picture of the candidate’s intelligence and 
interests, as well as his skills and aptitudes. 
There is a high correlation between the re- 
sults of these tests and the individual’s ability 
to pass his pre-flight and primary training. 
The psychiatric examination is known as the 
A.R. M.A. (Adaptability rating for mili- 
tary aeronautics). It comprises a psychiatric 
interview in which the examiner attempts 
to determine the applicant’s emotional and 
temperamental stabilities, or lack of them. 
The question in the back of the examiner’s 
mind is always this: “Will this man stand 
up under the stress of combat flying?’ In- 
deed a difficult question to answer! The dis- 
cussion during the examination deals espe- 
cially with family and childhood, and a very 
detailed personal history. This includes ac- 
complishments, adaptability, maturity of 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 


ideas, interests and relationships, awareness 
of the world rather than inner concerns, reac- 
tions to major crises and elasticity in the face 
of them, interest in flying and the translation 
of this into activities, ability to receive and 
orient well to a multiplicity of stimuli and a 
zest for situations which provide these, abil- 
ity to take punishment and hold on, and for- 
titude, or, if you like, “guts.” Other questions 
pertinent to the usual psychiatric examina- 
tion, of course, are included. 

If the candidate fails on his A.R. M.A., 
he is rechecked by a psychiatrist with special 
experience in this field before his final rejec- 
tion. Whenever possible, the entire group 
receives some examination by these psychi- 
atrists. A plan is under way to have the 
cadet’s career during pre-flight and primary 
training followed with a view to measuring 
his behaviour during these periods, according 
to the standards formulated above. This is 
to see if his actual performance proves that 
he has these qualities or lacks them. Psy- 
chiatric consultants, instructors and flight 
surgeons will be utilized in this plan, in much 
the same manner as the psychiatrist now 
functions with the social worker. 


MENTAL HyGIENE IN THE Basic TRAIN- 
ING CENTERS 


The second field of interest is the consul- 
tation service in the Technical Training 
Command Basic Training Centers. 

This command, as stated previously, re- 
ceives and trains the ground crews. In- 
ductees are received from the reception cen- 
ters, and the problems in these training 
centers are much like those of the army 
ground forces. These men are processed in 
the basic training centers, and are then sent 
to schools for special training as radio opera- 
tors, armorers, mechanics, photographers, 
bakers, cooks, medical detachment workers, 
etc. As these men are received primarily 
from reception centers, there is bound to 
be a certain percentage not suited for mili- 


21 


tary life and duties and another group who 
can rise to meet the demands of the new 
situation only with special help. The consul- 
tation service aims to accomplish this. It 
helps the newly inducted soldier to make a 
satisfactory adjustment to his military life 
and duties and aids in properly classifying 
him, according to his previous training, capa- 
bilities and interests ; wherever possible helps 
reduce or eliminate maladjustments ; deter- 
mines suitability for special training units ; 
recommends for discharge men who, because 
of mental or emotional factors, will not be- 
come good soldiers and properly works up 
cases in order to arrive at this decision; in- 
structs line officers in the nature of these 
disturbances and problems; and in general 
contributes to the post life those elements of 
knowledge and judgment which are peculiar 
to the field of psychiatry and which should 
play an important role in the smoother func- 
tioning of lives in the close contacts of mili- 
tary service. The organization of the unit 
is focused around the director, who is a 
qualified psychiatrist. He is responsible for 
the functioning of the entire service. It is his 
responsibility to select, train and supervise the 
personnel who work in the unit under him. 
All psychiatric advice and treatment are un- 
der his guidance, and his is the final decision 
in each case after the work of his assistants 
has been coordinated. The assistants include 
psychologists, psychiatric social workers, per- 
sonnel workers, and others with special train- 
ing and experience in the relationship situa- 
tion. These assistants are largely obtained 
from the enlisted personnel of the center, 
and are trained by the director for these 
special duties. A single psychiatrist with a 
corps of fifteen to twenty assistants can 
take care of the routine requirements of 
around fifteen thousand men. The customary 
recommendations are as follows: 

a. Counseling with or without the help of 
the psychiatric social worker. 

b. Admission to hospital. 

c. Reclassification and reassignment. 

d. Psychiatric treatment. 

e. Special developmental or corrective pro- 
grams. 

f. Referral to special training unit. 

g. Referral to Red Cross for aid in socio- 
economic problems. 

h. Discharge from the army. 
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The function of the special training unit 
is the instruction of enlisted men who are 
not suited to assimilate successfully the regu- 
lar basic program of training, or who, dur- 
ing the regular course of instruction, show 
that they need this special training and in- 
struction. The enlisted men who usually 
comprise a special training unit are chiefiy 
the slow learning (60 per cent), illiterate 
(20 per cent), king (5 per 
cent), emotionally unstable (7.5 per cent), 
and physically limited (7.5 per cent). These 
men are unable to follow the regular pro- 
gram and are a retarding influence on the 
effective functioning of the teaching pro- 
gram. Their own morale becomes badly dis- 
organized when day after day they are sub- 
jected to the frustrating effect of meeting 
problems which they are unable to solve, 
while they see others who accomplish this 
end readily. The hill-billy or the farm-hand 
is oftentimes overwhelmed by the mass of 
1ew stimuli which bombard him and to which 
he is unable adequately to respond because 
of their novelty and intensity. Given a longer 
period of time in which he may gradually 
adjust himself, he may make a good soldier. 
But if, at the beginning, he is forced to main- 
tain a pace beyond his adaptive faculties, he 
may well crumple and become lost to the 
service. This is true likewise of the foreign- 
born and the man who is illiterate because 
of lack of opportunity and not lack of intel- 
lectual ability. If such men are given a spe- 
cial course of instruction, they often may be 
returned later to the course in basic training 
and have no difficulty in absorbing the train- 
ing and becoming good soldiers. The statisti- 
cal results with these two types of problems 
are very encouraging. More than half of these 
men are sent on to regular training units, and 
more than half of the remainder may be 
reclassified into limited service groups. 


non-English spe 


PsyCHONEUROSES 


The most interesting psychiatric problems 
of the air forces are those of a clinical 
nature, encountered among our flyers. This 
discussion will purposely omit a considera- 
tion of the disorders arising among ground 
crews as they are quite similar to those met 
with among the ground forces of the army. 

Much of our knowledge about neuroses 
and neurotic reactions arising during opera- 
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tional flying is derived from the experience 
of the Royal Air Force, which has been 
longer and broader than our own. 

Neuroses arising among flyers are divided 
into two main groups. The first group is typi- 
cal of the neurotic illness encountered in 
civilian life. Usually, these cases are flyers 
who deny any trace of neurosis in order to 
qualify as cadets, but who subsequently give 
a history of a definitely neurotic nature ex- 
tending over a long period of time. This 
frank break is precipitated by the stresses 
of combat flying, but the characteristics of 
the illness are typical of those met in civilian 
life. This group includes psychosomatic dis- 
orders and hysteria, more commonly of the 
anxiety variety, with perhaps mild phobic 
reactions. Conversion hysterical symptoms 
are common, chiefly of the ocular variety, 
but sometimes of a motor nature. Occasion- 
ally the men show hypochondriacal pre- 
occupation, but this is more in the nature of 
an hysterical reaction than a true hypochon- 
dria. The uncorscious purpose of evading 
flying dangers and preserving prestige by the 
device of bodily symptoms is clearly mani- 
fest to the trained observer. Clear-cut obses- 
sive compulsive reactions are not rare, ap- 
pearing in persons who previously were ob- 
sessive characters but who now show a 
clear compulsion neurosis for the first time. 
Real depressions are rare, though the swings 
into depressive reactions so common in hys- 
terics are very frequent indeed. These are 
rather severe and are akin to mild reactive 
depressions. Psychotic breakdowns are prac- 
tically absent. The development of character 
neurotic patterns, such as paranoid reactions, 
likewise is very rare. 

Flying personnel showing such reactions 
as these of course are lost as flyers. Fre- 
quently, however, adequate treatment will 
restore these men to some useful duty in a 
less arduous and hazardous type of work. 
Rest, relief from danger, and surface psy- 
chotherapy are indicated. 

The other type of neurotic reaction seen is 
known by a variety of names—‘“flying fa- 
tigue,” “flying stress,” and so forth, though 
perhaps the most acceptable name is “fa- 
tigue-syndrome.” This condition in flying 
personnel arises chiefly as a result of the 
continuous and long continued repression 


and suppression of the normal fear reactions 
present in all types of operational flying. In 
a certain number of flyers, sooner or later 
the ability to master this conflict fails and the 
individual breaks out into acute anxiety and/ 
or symptom formation. Numerous other 
factors contribute to this reaction, such as 
physiological fatigue, anoxia, decompression 
reactions, loss of sleep and psychologically 
traumatic experiences. 

The types of symptoms seen in this group 
are largely the hysterical and anxiety reac- 
tions, psychosomatic disorders, minor de- 
pressive swings, and mild hypochondriacal 
concerns. Outstanding is the patient’s com- 
plete loss of zest in flying—and sometimes 
even desire to fly at all. Characteristic is 
the nature of the patient’s dream life. The 
flyer is nightly troubled by dreams of flying, 
accompanied by terror-laden situations and 
long continuous frustrating experiences, all 
of which leave him worn out in the morning 
and completely unfit for his arduous duties. 
Treatment involves, of course, the early rec- 
ognition of the state long before it has pro- 
gressed to any degree of intensity. Rest 
camps must be provided for these men far 
enough away from the scene of operations 
to be free from the tension and danger in 
an operational area, yet not so far distant 
as to make the flyer feel he has been evacu- 
ated because he has cracked. The flyer must 
likewise be kept among the men of his own 
corps. All psychiatrists are aware of the 
important role which identification plays in 
the growth of children from their infantile 
neurosis. The strength which they borrow 
from parents and similar figures by this 
identification is perhaps the most important 
factor in their development from neurotic 
fears to relative stability. The same phe- 
nomena are clearly seen in the successful 
treatment of severe neurotic illnesses. Dur- 
ing the process of transition and growth 
from a neurotic state to a healthier maturity 
the patient borrows strength by identifica- 
tion wich the therapist. In a more general 
way, esprit de corps serves the same function 
in war time. The fighter endures the rigors 
of military life and masters his fears, often 
by means of the strength he borrows from 
identification with his leaders and his stronger 
fellows. The R.A. F. has learned this les- 
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son well and will have none of their casual- 
ties taken care of in other than R. A. F. hos- 
pitals. By early and adequate treatment most 
of these casualties are returned to full flying 
status and practically all of the remainder 
salvaged for some important work. 


THE FLIGHT SURGEON 


No discussion of the care and treatment 
of flyers is complete without a consideration 
of the functions of the flight surgeon. The 
chief responsibility of the flight surgeon is 
the maintenance of his flying personnel. He 
is primarily and fundamentally a good doc- 
tor, and his subsequent training is aimed to 
fit him to take care of his flyers under all 
circumstances. This means that he has to be 
a minor specialist in many fields. This is 
necessary because the hazards of flying are 
so great that physical perfection is essential 
in flyers. For instance, the flight surgeon 
should be a competent ophthalmologist. It is 
well known that one of the earliest reactions 
to anoxia and flying fatigue is the occurrence 
of ocular defects. Double vision is very apt 
to manifest itself if any latent tendency 
whatsoever toward diplopia exists. The loss 
of distance perception is likewise extremely 
common under stress. It is therefore incum- 
bent upon the flight surgeon to detect at 
the earliest possible moment any deviation 
from the perfect standard of normal vision. 
One error in a routine landing may mean the 
loss of many lives and valuable equipment. 
But more than that, the flight surgeon has 
to be competent to evaluate disorders in 
every organ system with at least some of 
the skill of a specialist in order adequately 
to determine the fitness of the flyer for fly- 
ing duty. This situation occurs in many 
areas of the globe where there are no com- 


petent specialists other than himself to deter- 
mine the fitness of this or that special organ 
system. 

Several special pathologic conditions are 
due to the hazards of flying, and the flight 
surgeon must be competent to handle them. 
A few examples are aerosinusitis, cardiac 
distress at high altitudes, and reactions to low 
barometric pressures. Therefore his train- 
ing consists of intensive courses in ophthal- 
mology, otolaryngology, cardiology, gastro- 
enterology, physiology of high altitude fly- 
ing, tropical medicine, chemical warfare, 


military surgery and medicine, neuropsy- | 


chiatry, and other special subjects. 

Psychiatry plays a most important role 
in the fulfillment of a flight surgeon’s duty. 
He cannot function effectively with a tactical 
unit without an intuitive feeling for, and a 
reasonably good training in the principles of 
psychiatry. 

Psychiatric casualties are first seen by the 
flight surgeon, and it is of the utmost im- 
portance that he early recognize and wisely 
determine the treatment for these conditions. 


The career of the flyer oftentimes hangs on| 
the wisdom of the flight surgeon’s procedure | 
at this point. Psychiatric consultants are 
available to him in combat areas to determine 
whether leave or relief from actual flying 
duties is indicated. 

Rest camps are being established not too 
far distant from the scene of combat for 
flyers who are war weary and in need of rest. 

These remarks are a brief summary of the 
psychiatric problems encountered in the Ait 
Forces, the special means by which some of 
them have been solved, and methods which 
are now being evolved for meeting others. 
This is, in a sense, pioneering work in estab 
lishing the effective use of psychiatry in af 
extremely difficult and far-reaching problem. 
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THE SCHOOL OF MILITARY NEUROPSYCHIATRY 
WILLIAM C. PORTER 


Colonel, Medical Corps, United States Army, School of Military Neuropsychiatry 
Lawson General Hospital, Atlanta, Georgia 


The School of Military Neuropsychiatry 
located at Lawson General Hospital, Atlanta, 
should arrest the interest of every fellow 
and member of the American Psychiatric 
Association. Each four weeks there passes 
through its portals a group of approximately 
thirty neurologists and psychiatrists who con- 
stitute a cross-section of the present younger 
generation of practitioners of those special- 
ties in these United States. 

They come to the school with widely vary- 
ing backgrounds of training, aptitudes and 
interests. They represent the many schools 
of neuropsychiatric thought and practice— 
the organicist, the psychobiological, the ana- 
lytic and the Kraepelinian. They have been 
associated with laboratories, research centers, 
state or private hospitals, mental hygiene 
clinics, municipal courts, veterans’ facilities, 
the United States Public Health Service, 
child guidance clinics, state welfare commis- 
sions, penal or correctional institutions, and 
the United States Army, or have come from 
private practices. They have entered the 
army from all parts of the United States 
and have been assigned to stations located 
in some one of the nine scattered service 
commands or the Army Air Forces. Many 
of our student officers have had training in 
other countries. 

This recruitment, representing such di- 
verse geographical scattering and from such 
varied training backgrounds, results in a 
cosmopolitan group. The students them- 
selves frequently testify that the opportunity 
for such a group to live together for a month 
and to discuss each others problems in a 
common language, is one of the greatest 
benefits they derive from the course. 

The War Department directive establish- 
ing the school limits the number in each 
class to from 30 to 50. The course runs 
for four weeks and one class succeeds an- 
other without interruption. The first course 
started January 4, 1943. On April 24th the 
fourth class was graduated and on April 


26th the fifth course opened. In the course 
of one year, thirteen classes will have been 
completed and a total of from 400 to 650 
students will have been graduated. Because 
they do constitute such a representative cross- 
section, these men are the ones who will 
carry the torch of neurology and psychiatry 
in the post-war era. We who have been dele- 
gated to teaching positions in the school are 
appreciative of the responsibility laid upon 
us. 

Criticism has been made that four weeks 
is too short a time for a review of two such 
important subjects as psychiatry and neurol- 
ogy. In reply it may be stated that the course 
is intended to be intensive and within the 
time allotted we present 190 hours of instruc- 
tion and application. When one remembers 
that, according to Ebaugh and Rymer, dur- 
ing the third and fourth undergraduate 
years no medical school in the United States 
gives more than 128 hours of psychiatric 
instruction, we feel that our course is ade- 
quate for its purpose(1). 

The School of Military Neuropsychiatry is 
unique in psychiatric education for it has a 
definite limited goal and does not attempt 
to follow any particular school of doctrine. 
It is truly eclectic, selecting whatever is 
applicable to the military situation from 
whatever source that is available. The test 
to which each doctrine or technic is put is, 
whether or not it is practical in the military 
setting. The aim is to teach practical neuro- 
psychiatry. We do not aim to prepare a man 
for the American Board of Psychiatry and 
Neurology, but we do promise to give him 
nothing that he may not use before such 
board. We do not aim to compete with other 
graduate schools in perfecting a man in the 
super-refinements of any particular school 
of technic. We do aim to give him the rudi- 
ments of a philosophy of psychiatry in order 
that he apply logical and clear thinking to 
the behavior problems which come to him 
for solution. The curriculum has remained 
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fluid and each four weeks the schedules 
undergo drastic revision in light of accumu- 
lated experience. At the end of each course 
a survey of student opinion is made and the 
men are required to submit a secret ballot on 
the relative value to them, as military neuro- 
psychiatrists, of each method of instruction 
which has been used in that course. By that 
and other methods, the staff is kept informed 
of its deficiencies and monthly revaluation 
of the instruction methods is possible. 

We remember that the school exists for 
the primary purpose of providing the com- 
mon ground on which neurologists and psy- 
chiatrists may work in the carrying out of 
the mission laid upon them as military neuro- 
psychiatrists ; namely, of keeping men men- 
tally and emotionally fit for combat. That 
mission includes the proper selection of hu- 
man material for the army, emphasizes pre- 
ventive psychiatry within the service, makes 
necessary such therapy as is suited to the 
military situation, and the humane but 
speedy return to civil status of those who 
are unable safely or satisfactorily to render 
further military service. 

Each one of these subsidiary missions re- 
ceives the careful attention of the teaching 
staff of the school. Contrary to the general 
belief, such types of therapy within the mili- 
tary hospital as are compatible with restora- 
tion to a duty status within a reasonable 
length of time are taught and encouraged. 
Therapy in the theater of operations is em- 
phasized in order that men who develop 
thought and behavior deviations under stress 
of combat may be returned to duty within 
the theater of operations, if such action is 
at all possible. If restoration to duty is not 
possible, those therapeutic measures are en- 
couraged which will render the patient more 
amenable to conditions in a military hospital 
or which will result in his discharge from 
the service into his own custody. 

A carefully planned review of applied 
principles of neuroanatomy, neurophysiology 
and neuropathology is presented. Psycho- 
dynamics, the organization of the person- 
ality, and the problems of mental deviation 
are emphasized instead of the exhibition of 
mental disease diagnostic entities as such. 
Every bit of teaching in neurology or psy- 
chiatry is around the patient. As emphasized 
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at Harvard by Dr. Campbell, we make the 
systematic and formal exposition of mental 
disorders quite secondary to the presentation 
and discussion about a variety of soldiers in 


trouble(2). ] 


Clinical clerkships, case pres- 


entations and clinical demonstrations are 


important features of the curriculum but 
each case considered is one for close study 
of the personality make-up and its reactions 


to the stress of military life. We are more 

concerned with the questions, “Why did this 

patient break in the manner in which he did 

break and under those particular circum- 


adjust to the military service in an average 
manner?” than we are with diagnostic tags 
or labels. We feel more concerned with 
symptoms and signs as expressions of a dis- 
eased person than we are with symptoms of 
some particular named mental disease. 
During the four-week course, we provide 


instruction as follows: 


Hours 

Structural and clinical neurology........... 36 
Didactic and clinical presentation of psycho- 

dynamics and psychiatric problems........ 50 
Clinical clerkships, section instruction and 

student presentations and discussion....... 58 

Neuropsychiatric service administration..... 21 

Military orient 22 


The location of the school within a 2000 
bed military general hospital which has an 
actively moving neuropsychiatric service of 
from 250 to 300 patients insures ample 
clinical material, of which free use is made. 
The clinical material includes casualties from 
overseas theaters of operation. This is im- 
portant because it is only in a military hos- 
pital that case material applicable to a course 
in military neuropsychiatry is available. 

An important feature of the course is in- 
struction in the administration of a neuro- 
psychiatric service. The tools with which 
to work and the methods of handling and 
disposition of military neuropsychiatric cas- 
ualties are not known to the non-military 
practitioner. He must be taught how to func- 
tion in a strange environment, surrounded 
and beset by customs and precedents and 
regulations which at first only bewilder and 
harass the newly commissioned medical of- 
ficer. In no specialty of medicine is knowl- 
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edge of paper work so important as in mili- 
tary neuropsychiatry. The school aims to 
teach its students to make army regulations 
their servants rather than their masters. It 
teaches them how to use regulations so that 
they are friendly and not hostile instruments. 
It teaches and encourages the student to 
show initiative and individuality within the 
framework of the army and suggests tech- 
nics for carrying out programs within the 
limits of regulations. 

Boards of officers which have to do with 
disposition of neuropsychiatric cases are 
demonstrated and the students participate 
in the various roles. Of great importance 
both to the student and to the school is the 
practice of encouraging the student to relate 
his own experiences in the military service. 
Thus, officers on duty with such diverse 
military organizations as an armored divi- 
sion, paratroops, ranger outfits, the army air 
forces, or named general hospitals, are able 
to exchange experiences and, for the enlight- 
enment of the group, describe the type of 
mental reactions common in a particular kind 
of organization. 

Finally, the school acts as a clearing house 
for neuropsychiatric thought within the 
army. Colonel Roy D. Halloran, the chief 
of the Neuropsychiatric Branch of the Medi- 
cal Practice Division of The Surgeon Gen- 
eral’s Office, and Lieut. Colonel Malcolm J. 
Farrell, his assistant, pass on to the school 
all pertinent and permissible information 
arriving from the field, especially from the 
theaters of operation; and this information, 
whenever applicable, is passed on directly to 
the students and to our alumni through the 
medium of bulletins. 


It has been proposed that teaching centers 
be set up within the various service com- 
mands to serve the purpose of indoctrina- 
tion of military neuropsychiatry, or that such 
instruction be given at the various station 
and general hospitals—in other words, to 
learn while doing. I will call attention to 
only one objection to that plan: namely, the 
shortage of available trained neuropsychia- 
trists to carry out the duties already laid upon 
the men in the field. Many years of experi- 
ence in military hospitals convinces me that 
where the functions of administration, treat- 
ment, disposition and training are combined, 
training of subordinates will occupy a minor 
role. There are other cogent arguments 
against the success of such a plan. 

In closing, I express the appreciation of 
the teaching staff for the cooperation and 
encouragement of the Commanding General 
of Lawson General Hospital, Brigadier Gen- 
eral William L. Sheep, who for many years 
was the senior neuropsychiatrist of the Medi- 
cal Department of the United States Army 
and Chief of Neuropsychiatry at Walter 
Reed General Hospital and the Army Medi- 
cal School. Since he commands the hospital 
in which the school is located and is com- 
mandant of the school itself, we have been 
assured of the whole-hearted support and 
leadership of a practical and experienced 
military neuropsychiatrist. 


BIBLIOGRAPHY 


1. Psychiatry in medical education. Ebaugh and 
Rymer. N. Y., The Commonwealth Fund, 1942. 
2. Ibid., page 202. 


= 
| 
= 
SO 
58 | 
2I 
187 


MAJOR PSYCHIATRIC CONSIDERATIONS IN A SERVICE COMMAND * 
COLONEL FRANKLIN G. EBAUGH, M.C., A.U.S. 


Neuropsychiatric Consultant, Eighth Service Command 
Dallas, Texas 


The material used in this discussion and 
the foundations of attitudes come from work 
in the Eighth Service Command, which covers 
installations in Texas, Oklahoma, Louisiana, 
Arkansas and New Mexico. This experience 
extends over a period from October 1942 
to the present, and includes visits to over 80 
installations in the Eighth Service Command. 

The best way to approach our major psy- 
chiatric considerations is through a listing of 
the important levels of activity in which mili- 
tary psychiatry should function, followed by 
more detailed discussion of each heading. 
These levels are: (1) selection, (2) preven- 
tion (individual and group), (3) therapy 
and hospitals, and (4) education and admin- 
istration, 


SELECTION 


The most important problem is still one 
of selection. This is well exemplified by the 
psychiatric casualties of World War I. The 
figures(1) are eloquent proof of the impor- 
tance of selection: of all cases rejected, 
52.6 per cent were eliminated in the first 
month of service and 86.7 per cent by the end 
of the sixth month of service. It has been 
estimated that 50,000 of these men, or 84.2 
per cent, had been ill for over five years 
before entry into the service and that 96.1 
per cent of these illnesses were considered 
not in line of duty. 

The induction station should be the chief 
barrier to the entry of unstable men into the 
services. Two essentials for effective work 
in these centers are the presence of skilled 
examiners and the ready availability of rec- 
ords of past performance. At first, less than 
half of the induction stations in the Eighth 
Service Command had neuropsychiatric ex- 
aminers. Now more than 75 per cent of these 
centers have examiners trained in neuro- 
psychiatry. Recently, leaders of the Texas 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-17, 1943. 
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Society for Mental Hygiene and the social 
service agencies of the state assured their 
minimum social 
histories on as many as possible of the in- 


cooperation in obtaining 
ductees from Texas. We are now formulat- 
ing this plan of action. These histories will 
provide at least some idea of the school, 
work, health and court records of inductees 

information invaluable as an aid to ade 
quate and rapid screening. Already authori- 
ties in Louisiana have requested that similar 
action be stimulated in that 
agencies are willing to help in this important 
service, particularly if time is devoted to 
pointing out the need and the way to accom- 
plish an effective organization. While the 
relief load has been greatly reduced, many 
social agencies still maintain a full staff who 
are well able to carry through this work 
without much added burden. 

Problems of rejection, examination, time, 
privacy, load per examiner, etc., have been 
well covered in recent articles and this mate- 
rial is well summarized in the army regula- 
tions regarding standards for physical exami- 
nation(2) and in recent directives from The 
Surgeon General’s office. These suggestions 
and regulations, if carefully followed, would 
assure standardized procedures. In our Ser- 
vice Command we have prepared and dis- 
tributed to each induction station a list of 
rejectable inductees according to the above 
regulations. 

If each induction station were furnished 
with adequate histories and had skilled ex- 
aminers, we might materially reduce the 
neuropsychiatric hospital load. Psychiatrists 
in the reception and replacement training 
centers should further decrease this load. 
We anticipate additional elimination of the 
unfit through consultation services for cases 
referred through field officers, non-commis- 
sioned officers and dispensary medical off- 
cers. Careful attention to sick call lists, dis- 
ciplinary cases, chaplains’ referrals, etc., pro- 
vides excellent opportunity to discover the 
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case before hospitalization becomes a neces- 
sity. Thereby more of the borderline cases 
are saved for service and many of the mani- 
festly unfit are eliminated. 

Weare eliminating as neuropsychiatrically 
unfit approximately 5.4 per cent of all in- 
ductees in this command at the induction 
centers. Probably another 1 per cent to 2 
per cent might be eliminated at the recep- 
tion centers, where the soldiers stay for a 
three- to five-day period for testing, classifi- 
cation, preliminary indoctrination and as- 
signment to training units. Another 1 per 
cent to 2 per cent might be eliminated in the 
replacement training centers, where the sol- 
diers receive preliminary training for two 
and one-half to three months. Through these 
measures the major task of ruling out the 
manifestly unfit will be more effectively cov- 
ered; a number of borderline cases will have 
been salvaged for useful military service; 
and the non-effective combat rate will have 
been reduced. An ounce of exclusion from 
the army is worth a pound of discharges. 

In order to check the effectiveness of the 
induction stations, we plan on keeping mini- 
mal records on all inductees, classifying them 
in three categories: suitable, questionable, 
and manifestly unfit. The questionable cases 
will be reprocessed by the chief psychiatrist 
of each induction station, who will keep 
additional records on this group. In this 
way we plan to be able to review our results 
at some later date by checking these gradings 
against lists of soldiers who have been sepa- 
rated from service as psychiatric casualties. 
Particularly valuable will be a later review 
of the high incidence of feeblemiridedness 
and illiteracy among certain groups in this 
Service Command. Our experience has 
again emphasized the necessity and impor- 
tance of rapid selection techniques. The col- 
lective data from all branches of the armed 
forces should provide a basis for more ob- 
jective batteries of tests and procedures 
when the results from this war are tabulated 
in a final formulation. 


PREVENTION 


We may divide the preventive sphere into 
two major aspects: individual and group. 
Individual and group preventive measures 
evolve around effective work in the recep- 


tion and replacement training centers. The 
neuropsychiatric opportunities and obliga- 
tions in the reception centers have been 
neglected and we still do not have neuro- 
psychiatrists assigned to all of these centers. 
Then too, it should be possible to establish 
a period of probation and observation for 
questionable inductees in these reception 
centers. Although the personnel work of the 
reception center is one of its best features, 
little is being done for obvious emotional 
problems. Analysis of the sick call jists at the 
reception centers reveals large numbers of 
soldiers with psychoneuroses and with psy- 
chosomatic problems: in fact, approximately 
30 per cent to 4o per cent of the sick call 
lists. Men suffering from the stress dyspep- 
sias and those who manifest an unwillingness 
or an intolerance for effort are noteworthy 
in this group. Reactive problems based upon 
the sudden changes in life patterns, home- 
sickness, discipline, etc., receive little or no 
consideration. A good psychiatrist placed in 
one of these centers could do much to handle 
these emotional problems in order to prevent 
the fixation and canalization of these per- 
sonality dysfunctions. 

Moreover, group preventive measures are 
limited only by the skill and imagination of 
the neuropsychiatrist. For example, at one 
center an able commanding officer gives a 
practical discussion of the sex problem along 
with many sound mental hygiene hints. We 
have observed that some inductees develop 
panics following subjection to sex films and 
occasional lurid talks by chaplains. At least 
we may prevent this by seeing that such talks 
are based upon fact rather than fiction. In 
addition, short, non-technical talks may be 
given by the neuropsychiatric officer upon 
problems of fear, cowardice, discipline, 
anxiety, panic, rumor, etc. 

The most successful phase of the neuro- 
psychiatric work of this Service Command 
is being accomplished in the replacement 
training centers, following the excellent pat- 
terns set down by Colonel Halloran’s sec- 
tion in the Surgeon General’s office as ex- 
emplified in the work at the Engineer Re- 
placement Training Center at Fort Belvoir 
under the direction of Major Cruvant. The 
general purposes are to assist newly inducted 
soldiers with minor maladjustments and to 
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eliminate promptly those who are incapable 
of giving useful military service. 

The organization in a typical replacement 
training center provides psychiatric consulta- 
tion and treatment through a group of inte- 
grated functions carried out by the Classi- 
fication Section in cooperation with medical 
officers, line officers, the American Red 
Cross, and others. In the replacement train- 
ing center the psychiatrist, psychologist and 
psychiatric social service worker deal chiefly 
with mental deficiency ; illiteracy; physical 
defects; conduct disorders such as alco- 
holism; frequent absences without official 
leave and suspected malingering, although 
the latter is rare; psychoneuroses ; psycho- 
somatic problems; emotional disorders as 
shown by worry, homesickness, fear, sad- 
ness, irritability, aggressiveness, etc.; and 
potential psychoses. Referral, either by in- 
formal memorandum or verbally, is made 
through the company or battalion command- 
ers, the dispensary medical officers, station 
hospital medical officers (for follow-up ad- 
vice), personnel consultants, chaplains, Red 
Cross officials, the Judge Advocate, the 
Provost Marshal, court-martial boards, etc. 
The referring officer presents clear-cut facts 
describing the behavior which prompted the 
referral and the corrective action attempted. 
Experience has indicated that education in 
the recognition and handling of various ad- 
justment problems is best carried out by 
informal discussion of problem cases with 
the commissioned and non-commissioned of- 
ficers of the platoon or company. 


THERAPY AND HOSPITALS 


Treatment is carried out briefly on super- 
ficial levels which make use of the positive 
integrative functions of the personality. Re- 
classification, reassignment, retraining and 
advice to line officers are carried through on 
similar levels. When discussion reveals that 
there are insufficient positive integrative 
functions of the self (adaptability, capacity 
for sublimation, and ability to keep up rela- 
tionships) for treatment at these levels, the 
man is promptly separated from service. 
In other words, time and the practical aspects 
of our program limit us to techniques on 
the ego integrative level. When more inten- 
sive and more highly specialized techniques 
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are needed we have had to accept our limita- 
tions and try to refer the soldier to civilian 
agencies after separation from the service. 

The neuropsychiatric services of our hos- 
pitals leave much to be desired. We are 
struggling with an ever-increasing patient 
load because of poor induction examinations 
and are handicapped by the lack of neuro- 
psychiatric personnel. 

The clinical load might be reduced by the 
following measures : 

First and foremost are adequate selective 
and preventive measures. These have been 
discussed and we are beginning to see results 
in these fields of action, since more cases 
are being recognized and separated from ser- 
vice before hospitalization becomes a neces- 
sity. 

Second, in time we hope to evolve policies 
which will prevent certain types of psychi- 
atric cases from entering the hospitals. AlI- 
ready this is being accomplished with large 
numbers of the feebleminded, the psychopa- 
thies, and some psychoneurotics, especially 
in the replacement training centers. 

A third valuable measure in reducing the 
clinical load is the development of dispensary 
clinics in the regimental areas. These dis- 
pensary clinics provide wider opportunities 
for referral from the field and serve effec- 
tively in preventing the minor cases from 
entering the hospital, thus reducing the hos- 
pital clinical load. Early in our work in this 
Service Command we established a number 
of out-patient clinics in conjunction with the 
station hospitals, but adequate provisions 
have not been made for placement of these 
clinics away from disturbed wards. These 
clinics continue in operation, but we plan to 
replace them by dispensary clinics in the 
field. 

A fourth measure is the attempt to pre- 
vent prolonged hospitalization. This is best 
accomplished by more rapid disposition pro- 
cedures. For instance, in one of our general 
hospitals this one measure has reduced the 
average hospital stay from 58.54 days to 
26.1 days. A recent directive allows us to 
send psychiatric cases to veterans hospitals 
regardless of line of duty status if the patient 
has been in the service since the declaration 
of war. This should help in reducing our 
clinical load, for it will certainly prevent pro- 
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longed hospitalization of a number of pa- 
tients where previously we have had to wait 
for acceptance for hospitalization by state 
authorities. 

Fifth, it would be helpful if there were 
methods of decreasing the tremendous con- 
sultation loads now carried by the neuro- 
psychiatric officers. It has been suggested 
that the medical services might be able to 
care for a larger number of psychoneurotics. 
This would be practicable if the medical 
officers possessed more psychiatric insight. 

As previously stated, the other major 
problem concerned with improving our 
neuropsychiatric services is to increase the 
effectiveness and numbers of the neuropsy- 
chiatric personnel. 

First, we should assign the best qualified 
officers to the general hospitals so that they 
may train the less skilled men and the re- 
placement pool officers as they are assigned 
to the neuropsychiatric service. 

Second, we hope to rotate one or two in- 
ternists through each neuropsychiatric ser- 
vice. In this way, we obtain an excellent 
apprenticeship system of training. 

Third, we could conserve the neuropsy- 
chiatric personnel for essential psychiatric 
duties by assigning more clinical psycholo- 
gists, psychiatric social workers, psychiatri- 
cally trained nurses, Medical Administrative 
Corps officers, and occupational therapy 
aides, and by supplying better qualified en- 
listed personnel. This would enable the 
neuropsychiatric officer to devote more of 
his time to purely professional duties. 

Fourth, basic equipment for symptomatic 
treatment is often lacking, especially con- 
tinuous tubs, pack rooms, and occupational, 
recreational and reading facilities. The 
standard neuropsychiatric ward (W-8 type) 
is poorly adapted for the care of psychiatric 
cases. The nurse’s office is placed at the 
entrance of the ward, thus isolated in such 
a way that ward observation is hindered. 
The buildings have proven inadequate for 
disturbed patients, necessitating much re- 
modelling and reconstruction and replace- 
ment of doors and locks. A number of these 
wards require from one hundred to two 
hundred keys. Patients have been found 
crawling through ventilators and under the 
buildings. Other minor undesirable features 
are common. 
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However, in spite of our handicaps, there 
is a gradual improvement perceptible in es- 
sential symptomatic therapies and minimal 
psychotherapy. In general, the treatment in 
the hospitals follows the same aims as the 
treatment in the replacement training centers, 
and we are trying to extend work participa- 
tion programs to aid in restoring some of the 
milder cases to duty. Psychotherapeutic pro- 
cedures are strengthened by the officer- 
soldier relationship and through the sense 
of loyalty to the individual unit and “belong- 
ingness” fostered by military training and 
discipline. Again, our psychotherapeutic pro- 
cedures are based upon using the positive 
ego integrative aspects of the patient’s per- 


sonality. We emphasize reassurance, ex- 
planation, suggestion, desensitization, ac- 
ceptable outlets for aggressiveness, and 


constructive and pleasant group activity. In 
addition, supportive medical and physiothera- 
peutic methods are uniformly advised. 

For the most part, clinical and therapeutic 
problems are similar to those in civilian psy- 
chiatry. However, we have noted some in- 
teresting differences, as follows: 

(a) Psychoneurotic patterns superim- 
posed upon a background of mental defi- 
ciency are more common. Certainly the 
mentally deficient soldier is under more pres- 
sure and is more often faced with his defi- 
ciencies than in civilian life. It is also our 
impression that the more blatant and primi- 
tive hysterical reactions are more common 
among the feebleminded soldiers. 

(b) Explosive and short-lived catatonic 
and paranoid reactions are more commonly 
observed. Some of the officers feel that these 
are early manifestations of a schizophrenic 
process, while others consider these reactions 
akin to the neurotic panics. Preliminary 
Rorschach data tend to support the presence 
of an early schizophrenic process. We are 
carrying out further clinical studies that may 
provide an interesting contribution to the 
literature. 

(c) Psychoneuroses are more frequently 
observed, particularly anxiety and panic 
states. Usually these cases present long his- 
tories of previous inability to meet life stress. 

(d) Reactive depressions seem to be more 
common than in civilian life. 

(e) Too many soldiers with convulsive 
disorders gain admission to the army, largely 
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because of lack of independent histories of 
past performance at the time of the induction 
examination. 

(f) Amnesias occur quite commonly in 
relation to desertion and absence without 
leave. These amnesias are less fixed than in 
civilian life and there appears to be a large 
element of simulation. 

Uniformly there is overemphasis on the 
need for hospitalization at the expense of 
more efficient handling in out-patient or con- 
sultation centers. This situation is being 
remedied by closer cooperation with line 
and medical officers in the field, and particu- 
larly through consultation services in the 
regimental dispensaries throughout this com- 
mand. 


EDUCATION AND ADMINISTRATION 


In accomplishing an effective educational 
program we are faced with some clear-cut 
problems. The shortage of well trained psy- 
chiatrists is apparent, for only 15 per cent 
of our neuropsychiatric officers are certified 
by the board and over 30 per cent have had 
little or no training in psychiatry or neurol- 
ogy. A number of the officers are unable to 
do adequate minimal psychiatric and neuro- 
logical examinations. Unfortunately, a few 
trained neuropsychiatric officers are still 
being used for general medical work. We 
can accomplish more by regrouping our of- 
ficers so that the well trained men may be 
placed in the reception and replacement train- 
ing centers and the field dispensaries, where 
the most successful work is to be accom- 
plished. We will also have to staff at least 
one general hospital with excellent teachers 
so that medical replacement pool officers may 
benefit by rotation through this unit. How- 
ever, to satisfy minimum needs this Service 
Command will require at least fifty addi- 
tional neuropsychiatric officers, if we are to 
carry through our plans for adequate con- 
sultation and treatment facilities in the field. 
If any section of our work must suffer by a 
shortage of personnel, it will be safer to staff 
the hospitals with the less adequately trained 
officers ; for we must provide adequate neuro- 
psychiatric officers for the invaluable pre- 
ventive, therapeutic and educational work in 
the field. 
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I should like to emphasize again the value 
of assigning one or two internists from the 
medical services as ward officers for a period 
of several months to each of our better- 
organized neuropsychiatric sections. Such a 
distribution of medical personnel should 
greatly enhance the clinical effectiveness of 
both the medical and neuropsychiatric 
groups. Such a plan is both a clinical and 
educational necessity. The psychiatrist will 
profit in medical training by association with 
an internist and the internist will develop 
additional insight and training so that he will 
be better able to meet the problems of the 
psychoneuroses and psychosomatic states on 
his service. The medical consultant for the 
Eighth Service Command is wholeheartedly 
in accord with such a plan, largely because 
we agree on the importance of the psychi- 
atric aspects of medical practice. We esti- 
mate that from 30 per cent to 40 per cent of 
the medical service patient load consists of 
psychosomatic or psychoneurotic disorders, 
an estimate in line with civilian figures. 
Furthermore, the cooperation of the two ser- 
vices will serve to improve the clinical, per- 
sonality, and neurological examinations, 
which are frequently unsatisfactory at the 
present time. We also hope to reduce the 
number of non-effectual soldiers by prevent- 
ing the unnecessary hospitalization of many 
psychoneurotics on both the medical and 
neuropsychiatric wards through this effec- 
tive interdepartmental collaboration and 
treatment in the field. In addition, to date 
we have been taking advantage of the excel- 
lent neuropsychiatric school at Lawson Gen- 
eral Hospital in Atlanta, Georgia. 

The institution of ward rounds, staff con- 
ferences, weekly neuropsychiatric clinics, 
regular journal club meetings and clinical 
conferences on consultation cases from other 
services, as well as the improvement of 
library facilities, has served to stimulate bet- 
ter work. Group medical conferences like this 
also serve to fill in the gaps in knowledge on 
the part of many officers and stimulate a 
heightened sensitivity to personality dysfunc- 
tions and their somatic repercussions. 

You will also be interested to know that 
about 80 per cent of the referrals in the 
replacement training centers come from line 
officers. It is a sad commentary on medical 
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education when we are faced with the con- 
clusion that the average line officer has a 
better appreciation of personality problems 
than the average medical officer. In general, 
the low sensitivity of the average medical 
officer to the psychiatric aspects of his daily 
work is one of the major barriers to more 
effective work. This is primarily a defect in 
our medical education. We are now getting 
many of the battalion medical officers directly 
from internships and we should take mea- 
sures to improve the psychiatric acuity and 
insight of these men. It would not be too 
much to ask medical schools to present in 
the regular clinical teaching program ade- 
quate material on military psychiatry and 
neurology, emphasizing rapid selection tech- 
niques ; understanding of army classification 
procedures and tests; the extensive problems 
of the psychoneuroses and psychosomatic 
states; and military regulations for the 
handling of neuropsychiatric cases. Nor 
would it be too much to ask the medical 
schools that they require graduates to be 
able to do at least minimal and fairly accu- 
rate personality studies and neurological 
examinations. This type of training, I am 
sure you will all agree, is best accomplished 
by means of adequately supervised clerkship 
teaching. 

At present we are attempting to convert se- 
lected neuropsychiatric sections into separate 
services. This will give authority and recog- 
nition commensurate with the volume and 
importance of the work. Responsibility is 
centralized and the processes of disposition 
are carried through more rapidly and effi- 
ciently. Freedom of action is provided with 
the increased responsibility for a separate 
service, and technical changes are more 
easily and more readily accomplished. Then 
too, the collaboration of the medical, surgi- 
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cal and neuropsychiatric staffs is enhanced 
by having separate services. 


SUMMARY 


In this presentation of psychiatric prob- 
lems of a Service Command the deficiencies 
have been stressed and corrective measures 
have been outlined. We feel that military 
psychiatry consists of close integration of 
the levels of selection, prevention, therapy, 
education and administration. If we are to 
have more effective neuropsychiatry in our 
Service Command, the following require- 
ments should be met: 

(a) The assignment of skilled neuro- 
psychiatric examiners to each induction sta- 
tion who will. have at hand social histories. 

(b) The assignment of experienced neuro- 
psychiatric officers to each reception center 
and replacement training center whose efforts 
will be directed predominantly toward addi- 
tional psychiatric screening, treatment of 
mild disorders, and prevention of potential 
psychiatric casualties. 

(c) The institution of methods to improve 
the neuropsychiatric work in fixed hospital 
units by: 

1. A decrease in the excessive clinical 
load ; 

2. An increase in the numbers and ef- 
fectiveness of the neuropsychiatric personnel 
and allied aides. 

(d) The continued development of sound 
educational and administrative procedures. 
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THE SERVICES OF THE MILITARY MENTAL HYGIENE UNIT’ 
MAJOR HARRY L. FREEDMAN, Mepicat Corps 


Fort Monmouth, Red Bank, 


It is one of the revealing paradoxes of 
this war that a plane can be turned out, com- 
plete and ready for combat, in a matter of 
hours, while a flier may have more than a 
vear of training. Blitzkreig is based upon 
slow, patient preparation. The final outcome 
of armed conflict is still dependent upon the 
ability of the individual soldier to function 
alone and as part of a combat team. 

The soldier, so recently a civilian, is called 
upon to make difficult adjustments at a most 
unusual tempo and in an atmosphere of 
authority and discipline which are foreign to 
everyday life. The loss of individuality, the 
change in the most detailed habits of life 
and the hovering imminence of death bring 
about inevitable problems. It would be 
strange if some men did not show problems 
of adjustment as early as the basic training 
period. Symptomatic behavior, such as 
drunkenness in barracks or excessive with- 
drawal or aggression, may be displayed. 
Such behavior may affect the man alone or, 
in the case of enuretics, may affect a whole 
group. Such difficulties are most easily noted 
and dealt with in the Army Replacement 
Training Center, where the soldier receives 
his basic and initial specialized training after 
assignment from the reception center. All 
further references in this paper will deal 
with the services and some of the experiences 
of the Mental-Hygiene Unit at the Eastern 
Signal Corps Replacement Training Center, 
Fort Monmouth, New Jersey. Nearly two 
years ago, the unit was established by the 
Commandant of the center, Brigadier Gen- 
eral Edgar L. Clewell, to provide mental- 
hygiene facilities to the command, to insti- 
tute necessary corrective measures in soldiers 
having difficulty in meeting military require- 
ments or initiate their discharge. As has 
been indicated elsewhere,? the unit, as an 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 

2“The Role of the Mental-Hygiene Clinic in a 
Military Training Center,” Capt. Harry L. Freed- 
man, M. C., Mental Hygiene, Vol. XX VII, No. 1, 
Jan. 1943, pp. 83-121. 
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attached to head- 
quarters and functions through the office of 
the adjutant (S-1), which is the central ad- 
ministrative point of the whole army organi- 
zation, thus making it possible for the unit 
to have direct and effective contact with all 
the organizational units of the command. 


independent agency, is 


The function of the psychiatrist in the 
Ikastern Signal Corps Replacement Training 
Center is unique in that he is a member of 
the Commanding General’s staff. Thus, he is 
in a position to bring to bear all the resources 
of the army in meeting each problem. He is 
charged with the maintenance of mental 
health conceived in its larger sense, and for 
recommendations to insure the soldier’s best 
adjustment. He is clinician and administra- 
tor, both within the mental hygiene unit and 
as its director in its contacts with the rest 
of the officer staff. 

The psychiatrist’s task in the army differs 
from that of the civilian psychiatrist because 
the army’s fundamental emphasis must be 
pon the essentially normal personality and 
1e degree of usefulness of the individual 
to the army, rather than upon the individual's 
ability to adjust, even at a minimal level, in 
his own environment. The psychiatrist is an 
officer whose fundamental contribution is to 
the production of adequately trained, com- 
petent fighting men. Consideration of time 
and function limit the treatment aspects of 
the mental hygiene unit, while not elimi- 
nating them. Discharge from the army, how- 
ever, must be sought for those whose malad- 
justments are severe. 

A mental hygiene program must be pre- 
pared to deal with many different facets of 
the individual’s personality. Intellectual, 
emotional and social factors may all require 
understanding in order to provide adequate 
criteria for diagnosis, treatment and dis- 
position. Use of the coordinated skills of 
the psychiatrist, psychiatric social worker 
and psychologist, working as a clinical team 
forms the most efficient approach to the 
individual soldier’s problem. Such an ap- 
proach gears itself naturally to the qualita- 
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tive and quantitative demands of a military 
setting. 

It is the task of the psychiatrist to guide, 
coordinate and evaluate all the results of the 
clinical work. He interviews each soldier 
coming to the unit, no matter what the prob- 
lem, using the data provided by psychiatric 
social worker and psychologist. If limited 
therapy of one or more types is thought 
advisable, it is done under his guidance. The 
psychiatrist also takes final responsibility for 
determining the limits of the soldier’s useful- 
ness to the army, where serious question 
about a man’s ability to serve as a soldier 
has arisen. 

In the unit, soldiers are usually inter- 
viewed by the psychiatric social worker for 
preliminary study of their problems. Im- 
portant in this interview is the fact that the 
psychiatric social worker himself wears a 
uniform and represents the army—its re- 
quirements and its understanding of the 
soldier’s problem. This is a direct aid to the 
soldier to discuss his problem with the 
worker. There are many dynamic factors 
which operate in this interview. Frequently, 
it is not the soldier who desires help, but 
the army which requires that some change 
be effected in the man’s attitude or program. 

The mental hygiene unit’s philosophy is in 
no way basically at variance with that of any 
professional person or mental hygiene clinic. 
In serving the army, it also aims to serve the 
individual soldier, sensitively and profes- 
sionally. It has the task of interpreting the 
reality of the army setting and the army’s 
demands to the soldier, but it also accepts 
the responsibility for understanding the in- 
terplay between individual and group. Its 
task is to serve the army by making adequate 
use of man power. At the same time and 
as a necessary corollary, it serves the man 
by placing him where his talents and abili- 
ties may be most freely mobilized. Even in 
the rending experience of discharge, the 
man can be helped to accept the inevitable 
and even to use it constructively. Although 
elaborate therapy is made impossible by the 
time and functional limits of the army, short 
therapeutic interviews are used. 

In this service, differential diagnosis is of 
the utmost importance. Should a soldier 
seem to be so sick as to require prolonged 
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therapy, he is recommended for discharge 
and returned to community life, where it 
might still be possible for him to contribute 
to the war effort and maintain his own 
mental health. There is the case of the 45- 
year-old soldier, a neuropsychiatric casualty 
of the last war. For the past seventeen years, 
he had been employed as a skilled welder 
working on naval gun mounts. His induc- 
tion into the army reactivated his earlier 
experience and here he became a sick per- 
son ; because of his attitude toward the war, 
he disturbed the morale of his company. 
The return of this man to his civilian occu- 
pation, where he could make his contribu- 
tion, was far more desirable than his continu- 
ance in the army. 

The criterion in this differential diagnosis 
is whether or not a man can render service 
to the army. This is especially important in 
the milder psychoneurotics. Such individuals 
frequently have useful skills and, with help, 
may be an asset in the proper assignment. 
They are not used of course for combat 
troops. 

In entering the army, men are removed 
from life situations to which they have be- 
come adjusted and in making their transition 
from civilian life, a number will experience 
a purely temporary period of maladjust- 
ment. This happened in the case of a thirty- 
year-old lawyer of superior intelligence who 
found himself cleaning latrines under the 
supervision of a twenty-two-year old cor- 
poral within two weeks of his induction. His 
general insecurity and emotional maladjust- 
ment resulted in insubordination and the 
necessity to face a court-martial board. Un- 
til such men can regain a measure of the 
security and satisfactions which they had in 
civilian life, they will need help. A few in- 
terviews with the military social worker, 
under the psychiatrist’s supervision, may be 
sufficient ; or a change to a more satisfactory 
assignment may be all that is required, and 
an essentially healthy personality finds his 
place in a new and complicated environment. 
In some cases, as has been indicated, a short 
time psychotherapy by the psychiatrist may 
be helpful. 

Following the directives promulgated by 
command of Brigadier General Edgar L. 
Clewell, training center soldiers in whose 
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cases action by the mental hygiene unit ap- 
pears necessary will be referred thereto by 
any of the following: staff sections, per- 
sonnel and classifications officers, school di- 
rectors, chaplains, regimental, battalion or 
company commanders, infirmaries and hospi- 
tal, inspector and intelligence officer. 

The director of the mental hygiene unit 
disposes of the cases referred to him by 
any one or a combination of the following 
methods : 

(a) Counseling, psychiatric social work 
and psychological testing. 

(b) Reclassification where considered ad- 
visable. 

(c) Special programs cooperatively de- 
veloped through contact with staff sections, 
personnel and classification officers, school 
directors, chaplains, regimental, battalion 
and company commanders, infirmaries and 
hospital, inspector and intelligence officer. 

(d) Special psychiatric treatmént. 

In these categories (a to d inclusive) are 
included reclassification of actual or poten- 
tial school failures due to demonstrated in- 
aptitude, extreme dissatisfaction or psycho- 
logical hazards. 

(e) Referral to special training unit for 
training. 

(f) Referral to American Red Cross for 
aid in home socio-economic problems. 

(g) Psychiatric observation at station hos- 
pital where deemed necessary. 

lig. 1 represents the chart of the organi- 
zation and function of the mental hygiene 
unit. 

Whatever the primary service to the army, 
it is always the aim of the unit to benefit the 
soldier by the action which is necessary for 
the good of the army. 

One very frequent service is that of evalu- 
ating cases of soldiers appearing before 
courts-martial boards and discharge boards, 
when a fuller knowledge of their personali- 
ties is required for proper disposition. In 
rendering opinions to the command, the pri- 
mary consideration is the degree of respon- 
sibility which the soldier can be expected to 
display. A soldier who goes A. W.O.L. 
because his bride of three months is worried 
over her pregnancy is of more potential value 
than the soldier who goes A. W. O. L. when 
intoxicated. 


_ 


There are many soldiers whose problems 
are of such a nature that reclassifications or 
changes of assignment may be instituted. 
In this group change in the training program 
is usually initiated where there is a per- 
sonality difficulty and is directed toward 
helping these soldiers to find their place in 
the army. 

\ thirty-eight-year old, found to be psy- 
choneurotic, had enlisted as a volunteer off- 
cer candidate, wanting to prove his mascu- 
linity. He had been assigned to radio opera- 
tor school in order to qualify technically for 
the signal corps officer candidate school. 
\Vithin a short time, he began to run to the 
infirmary on sick call and was finally re- 
ferred to the unit when he blew up in a fit 
of weeping. In the course of several inter- 
views, he decided that being an officer in- 
volved too much responsibility and he 
thought he could be of as much service prac- 
ticing his former civilian profession in the 
army. A reassignment was made possible on 
the advice of the unit. 

Four types of assignment have been util- 
ized by the mental hygiene unit. In the first, 
a change from one training school to another 
is made either on the basis of a man’s inability 
to perform ably in his present course or be- 
cause he shows particular aptitude for an- 
other course. Second, there are cases where 
removal from school or assignment to a non- 
specialist category is necessary because of 
lack of aptitude or ability. A third type 
of reassignment, in a few special cases, may 
result in a soldier’s placement on a specific 
job as part of the permanent cadre of the 
post. This latter method is used chiefly with 
men limited either physically, mentally or 
emotionally and for whom it is felt that 
shipment into combat duty or even to another 
post would nullify their value to the service. 
A fourth group involves the reporting of a 
soldier to the adjutant general’s office be- 
cause he has a specific skill which, although 
not applicable to the signal corps, may be of 
value to some other branch of service. 

The increased use of man power by the 
army involves the induction of men who, in 
peacetime, would not be considered as able 
to discharge the duties required for general 
military service. In particular, there are 
at present two large groups within this cate- 
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gory now being inducted into the army 
the illiterate and non-English speaking sol- 
diers and the physically limited. One of the 
responsibilities of the mental hygiene unit 
is the routine re-examination, evaluation and, 
where necessary, reassignment of soldiers 
inducted in limited service status. It is also 
one of the frequent duties of the unit to have 
a soldier reclassified from general to limited 
service, particularly for the milder neuro- 
psychiatric conditions. 

In handling illiterate and non-I¢nglish 
speaking soldiers, the psychologist primarily 
evaluates the soldier’s native intellectual po- 
tentialities and the extent of his literacy 
retardation. The military social worker dis- 
cusses with the soldier his social and voca- 
tional background and the psychiatrist makes 
the final evaluation and disposition. Soldiers 
are referred to the special training unit for 
educational and military training simultane- 
ously, where their functional knowledge of 
English may be raised to meet the army 
minimum literacy standards. 

Of the 200 soldiers in this category re- 
ferred to the mental hygiene unit, 42 per 
cent were found suitable for assignment to 
the special training unit, 6 per cent qualified 
as military specialists after direct assignment 
to training schools, 13 per cent were classi- 
fied as non-specialist basic soldiers, and dis- 
charge was instituted in 12.5 per cent. Of 
the remainder, 6 per cent were still in spe- 
cialist schools and 19 per cent were pending. 

In the unit’s experience with the limited 
service soldier, 21.4 per cent of 242 such 
cases were found unsuitable for further ser- 
vice to the army and were discharged. It 
should be noted, however, that there may be 
some overlapping in this group of discharged 
men with the non-English speaking and il- 
literate, since where there is a combination of 
literacy handicap with physical limitation, 
discharge is initiated. 

A limited service board of medical officers, 
with the director of the unit as president, 
has been established for the RTC. This 
facilitates and expedites the classification, 
reclassification and assignment of many sol- 
diers, in terms of the soldier’s capacities and 
abilities, the requirements of the various 
schools and the rigors of certain assignments. 
In the unit’s experience with the limited ser- 
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insuitable for 
service to the army and were discharged af- 
ter irial of This necessitates full use 
of all the clinical skills of psychiatric case 
worker, psychologist and psychiatrist. 

Frequently, disabilities will crop up during 
the training period. Under the new pres- 
sures of military life, men may aggravate 
injuries which have healed and which 
were not under strain in their civilian ca- 
pacity. This may require reclassification of 
men expert in some field. In cases where 
men have been placed in limited service be- 
psychoneurosis, the psychiatrist 
must be especially careful, both in his differ- 
ential diagnosis and the assignment. The 
keynote here, as in other cases, is the place- 
ment of a man in a position where he can be 
of greatest service to the army. 


vice soldier, some were found 
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In the mental hygiene unit, the American 
Red Cross fulfills a three-fold function. In 
the main, it serves as a liaison between the 
army and the soldier’s local community. It 
obtains social data from the community 
about the soldier where necessary, gives aid 
to soldiers with personal and family prob- 
lems not directly related to the army, and 
assists with any measures that may aid in 
the rehabilitation of discharged soldiers. 

Several references have been made to the 
unit's function in cases of discharge. The 
army provides for discharge in a series of 
regulations. Those with which the unit is 
primarily concerned are Section II, Section 
VIII, and Section X, AR 615-360. Section 
II provides for certificate of discharge for 
disability for men either physically or men- 
tally unfit for military service, such as psy- 
chotics, severe psychoneurotics, epileptics. 
Section VIII provides for the discharge of 
those men who, because of inaptness, unde- 
sirable traits of character or habits, are un- 
able to perform satisfactorily in military 
Section X deals with men dis- 
charged for the convenience of the Govern- 
ment. 


service, 


During the last seven months of 1942, 
of 1089 cases referred to the unit, discharge 
was initiated in 163 cases. The reasons for 
discharge and their distribution appear in 
Table I. 

Discharge by certificate of disability is, at 
present, made on the recommendation of a 
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hoard of three medical officers and is a func- 
tion of the post hospital. The function of 
the unit in such cases is the early recognition 
of the symptomatic behavior and the referral 
to the hospital. 

In cases of discharge for inaptitude or un- 
desirable traits of character, the recommen- 
dation is, at present, made by a board of 
three line officers. It has been the policy of 
this replacement training center to have the 
director of the mental hygiene unit prepare 
a report and present it in person to the board. 
While the interpretive value for these lay 
officers cannot be over-estimated, it must be 


Similarly, in all other cases seen at the 
unit, a written report is immediately sent 
direct to the company commander, school 
director, classification officer and other re- 
ferring sources for his understanding and 
disposition of the problem. Such reports 
have a two-fold purpose: first, they are a 
medium for transmitting the unit’s opinions 
or recommendations to the proper sources ; 
and second, they become a means for inter- 
preting fundamental principles of a mental 
hygiene approach for the line officer. 

The content of these reports is worded so 
as to give the line officer the clearest pus- 


TABLE I 
REASONS FOR DIScItARGr 
No. % 
Section I] 103 63.3 
Dementia precox: 
Manic-depressive, manic type. I— .. 
Psychoneuroses (severe anxiety, hypochondriacal, etc.)... 17—10.4% 
Physical (such as asthma, hernia, sacro-iliac, etc.)....... 50—36.2% 
Section VIII: 37 22.6 
Psychopathic personality ........... o— 6.1% 
Section X (Circular 395): 23 14.1 
Limited service (physical) illiterate................... S— 4.9% 
Limited service (emotional) illiterate................... 5— 3.1% 


Limited service (intellectual defect)... 


emphasized that cases of psychopathic per- 
sonality or mental deficiency must be so pre- 
sented as to contain a minimum of technical 
material and clearly demonstrate that a sol- 
dier is of no further military value. It is 
difficult to speak of “behavior patterns” 
which result in chronic insubordination, since 
the army cannot tolerate these because of 
the need for firm military discipline. Like- 
wise, in the case of psychosomatic com- 
plaints, it is a rare layman who will under- 
stand that a soldier is not “goldbricking” or 
malingering. These cases must be presented 
in very concrete form, drawing freely from 
illustrative material which is furnished in 
the field investigation made by the military 
social worker. 


sible explanation of the soldier’s problem 
with a minimum of technical detail. Time 
and experience have demonstrated that such 
interpretation, focused directly upon each 
problem case, is more effective than lectures 
or theoretical clinical presentation. 


CONCLUSION 


The experience of the mental hygiene unit 
has been one of progressive expansion and 
experiment. Methods and procedures have 
heen developed and created under the pres- 
sure of new problems and a greatly increased 
case load. However, the areas of the unit’s 
responsibilities, as defined by directives pro- 
mulgated nearly two years ago, have re- 
mained fundamentally fixed. It is, of course, 
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only one of the sections within the command 
whose ultimate purpose is to achieve the best 
possible utilization of man power assigned 
here for training. It is important to empha- 
size that a psychiatrist in the army is basically 
seen as another officer. It is neither sufficient 
nor possible to stand on one’s professional 
or clinical experience, as may be possible in 
civilian life. 

It has been difficult to indicate sufficiently 
clearly in the body of this report the tre- 
mendous debt the unit owes to Brigadier 
General Edgar L. Clewell and to the line 
officers of his command. It would be evad- 
ing the truth to deny that any such clinic 
must, quite properly, prove itself before 
being accepted or to deny, either, that there 
is a certain skepticism of professional ways 
of thinking and doing. Nevertheless, the 
mental hygiene unit has found only the most 
complete cooperation and what measure of 
success it can report is part of the success 
of the entire command. It does not mean 
that the clinic has been unchanged by the 
impact of the opinions of the command. 
Rather, there has been a mutual accommoda- 
tion, based on a genuine desire to work for 
the army, which has even more important 
results in store for the future. 

The soldier referred to the unit for re- 
classification, but found to be a_schizo- 
phrenic, is a spectacular case, it is true, in 
demonstrating the importance of having such 
a unit in an army setting. Of greater import, 
however, is the fact that of 1089 men seen 
by the unit in the seven months’ period from 
June 1 to December 31, 1942, over 80 per 
cent were able to continue and complete their 
training in the replacement training center. 
This was primarily the result of the careful 
selectivity of the manifold services which 
the unit has to offer, both in its personnel 
and in the resources which it has found 
available in the army. Such a unit as is de- 
scribed in abbreviated form in this paper can 
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function successfully only if it is an inte- 
gral part of the command. 

That this working relation has been pos- 
sible is due to the Commanding General’s 
recognition of the need to give special con- 
sideration to the types of problems dis- 
cussed in this report. The keynote of the 
unit’s work has been the use of profession- 
ally trained workers, the psychiatric social 
worker, psychologist and psychiatrist func- 
tioning as a clinical team. Some of its meth- 
odologies are new to the work of a replace- 
ment training center. Many represent ways 
of meeting problems for which there were 
no other facilities. None of these methods 
contradicts or duplicates already established 
procedures. It is true however that the mili- 
tary psychiatrist and mental hygiene worker 
have had to adapt their functions in terms 
of new demands and a new setting, and that 
more changes will be necessary. Of particu- 
lar importance has been the liaison provided 
with the replacement training center’s total 
program in the original directive setting 
up the clinic. This coordination with all 
other sections is made possible through the 
officially defined character of its mission and 
has enabled the clinic to call upon the widest 
possible resources. 

This report is an outline of the structure 
and application of professional skills as they 
have been adapted toward the fulfillment of 
this replacement training center’s mission. 
It is perhaps not too much to term it a small 
aspect of the entire democratic approach 
which has characterized the formation and 
training of the army. While the responsi- 
bility has been accepted for training the best 
possible soldiers in the best possible army, 
the rights and personality of the individual 
soldier have always been respected. Through 
the mental hygiene unit here described, it 1s 
believed that a foundation for service to 
thousands of American soldiers has been 
made. 
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REPLACEMENT TRAINING CENTER CONSULTATION SERVICE ”* 
MAJOR BERNARD A. CRUVANT 


Medical Corps, Fort Belvoir, Virginia 


To this audience, gathered to listen to a 
symposium on military psychiatry in the 
midst of the second world conflict in a single 
generation, one question would seem to be 
of paramount importance—‘Are we doing 
hetter this time?” 

The last war gave a great impetus to psy- 
chiatry. Strangely enough, it forged to the 
forefront of military consciousness not by 
what it did, but by what it failed to do. Un- 
questionably, selection of men in the last war 
was poor. Psychiatric unpreparedness for 
the emergencies of that mobilization made 
many determined that such inadequacies 
would never be repeated. Unfortunately, 
the passage of years somewhat dimmed this 
high purpose. On return to civilian practice, 
many hurried back to their sanataria and 
were soon immersed in problems far removed 
from those which had been insistently de- 
manding solution during the war. 

Seventeen months of the present conflict 
have motivated a retrospective comparison 
of the lessons of the last war with the prob- 
lems of the present. Intimations of the 
answer to the question ““Are we doing better 
this time ?”’ have already been presented this 
afternoon. In this paper we shall consider 
the contributions that can be made by the 
psychiatrist in the Army Replacement Train- 
ing Center. An attempt will be made to 
compress the experiences of the past twenty- 
five months into the next twenty minutes. 
For omissions thus necessitated allowance 
must be made. 

I should like to call your attention to what 
seem to me to be the four basic military 
situations in which the functions of the psy- 
chiatrist are called into play. These situa- 
tions are: (1) selection, (2) classification, 
(3) training and (4) combat. 

In the initial organization of psychiatry 
for the present emergency, first attention was 
properly devoted to the problems of selection. 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 


The inordinately heavy incidence of such 
disabilities in the last war encouraged valiant 
efforts to exclude from the armed forces 
such men who might later show neuro- 
psychiatric disease. Considerable had also 
been written about the problems of combat, 
as derived from the experiences of the last 
war. Because of radical changes in modern 
warfare, direct application of valuable lessons 
has not always been possible. 

This early program appears now to have 
devoted inadequate attention to the problems 
of classification and training. The emergence 
of the Army Replacement Training Center 
has provided a windfall for the psychiatrist 
which he has been somewhat slow to seize 
upon and use to its fullest advantage. It is 
inevitable that, under even the most exacting 
induction examination possible, many poten- 
tial neuropsychiatric cases will be missed. 
The criteria of mental disability have been, 
and remain, indefinite. The predictive value 
of induction examinations can only haltingly 
approach conclusions obtained from actual 
trial on duty. However, improvement in the 
efficiency of selection, while valuable, is not 
the primary purpose of the »rogram to be 
described. 

For your better understanding, a brief 
historical orientation is necessary. The Engi- 
neer Replacement Training Center at Fort 
Belvoir, Virginia, began receiving trainees 
in the latter part of March, 1941. It was 
early apparent that many features of the 
psychiatric services required by a camp of 
this nature were not adequately accomplished 
by the provision of wards upon which 
patients could be hospitalized. An _ out- 
patient clinic was accordingly established in 
May, 1941, and a mimeographed sheet of 
instructions outlining the manner of referral 
was widely distributed. The existence of 
this clinic, and an associated educational pro- 
gram, quickly resulted in an appreciable in- 
crease in the number of cases referred to 
the psychiatrist. 

Simultaneously 


with this development, 
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personnel training was progressing in the 
center. When the first training battalion be- 
gan to ship men upon graduation in June, 
1941, it was discovered that there were a 
considerable number whom the company 
commanders considered unfit for shipment 
to field duty. These men were occupying 
barracks space, and at that time a theoretical 
but not actual provision had been made for 
them in the training program. It was on 
the initiative of Colonel Prentiss, then the 
Basic Training Superviser, that I was invited 
as a psychiatrist to participate in the solution 
of this training problem. In retrospect, this 
problem, combined with our experiences in 
the out-patient clinic, was the seed from 
which, during the next several months, our 
present program flowered. 

In the immediate solution, a reclassifica- 
tion questionnaire was originated and took 
its place as ERTC Form 124. On this form, 
intellectually sub-standard, inapt, emotion- 
ally maladjusted, and even mildly psychotic 
soldiers were referred. to a reclassification 
board, consisting of a line officer, a psy- 
chologist and myself as psychiatrist. This 
board reviewed recommendations based on 
reports of training progress covering the first 
three weeks and made decisions as to re- 
classification, discharge and transfer to the 
special development training unit (to be de- 
scribed shortly). 

Within a few months, however, it became 
impossible to continue as a member of the 
board due to pressure of work in the station 
hospital, for which I was the only psy- 
chiatrist. It was then necessary to confine 
iy activities to consultative services through 
the hospital out-patient clinic. The convic- 
tion that a more extensive contribution could 
be made continued to grow. It was pleasant 
to contemplate a situation in which a psy- 
chiatrist could be detailed to the job of con- 
sulting directly with the officers in the field, 
and assisting these men in understanding the 
psychiatric aspects of their many problems. 
It cannot be stressed too often that the in- 
telligent line officer is the military psy- 
chiatrist’s first bulwark of offense and de- 
fense for early recognition, prophylaxis, 
prevention and prompt elimination of the 
psychiatrically unfit. For my orientation | 
owe a great debt to the officers whose conver- 
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sations were so stimulating during that early 
period. Appreciation is extended particu 
' Colonel Prentiss, an outstanding 
ngineer officer and leader with a superbly 

psychiatric insight and understanding : 
Major McQuitty, who was so largely re- 
sponsible for fitting the program into the 
and L. W. Miller, the Com- 
nding General, without whose breadth of 


lv to 


iructure ; 


human understanding and unstinted coopera- 
tion this radical innovation would have been 


in possible. 
In the army, the close interrelation of the 


psychiatrist with so many of the functions 


as they relate to the problems 


command 
ing makes desirable a very close 
with the line and training officers. 
desideratum rather 
laboriously when the psychiatrist exists as 
entity within the 
cloistered halls of the station hospital. It 
cannot be denied that a hesitancy exists in 
referrals to the psychiatrist as compared, for 
example, with referrals to the surgeon. Of 
the many reasons for this, a major one would 
seem to be a lack of understanding on the 
part of both lay and medical persons of the 
modern mission of the psychiatrist. A part 
of the program to prevent such a misunder- 
standing is our constant endeavor to express 
psychiatric interpretations in clearly under- 
standable language. Coupled with this is our 
intensive educational program and a sincere 
willingness to see and understand the prob- 


is accomplished 


a remote, unapproachable 


lems and viewpoints of the training officer. 
This free interchange of ideas pays definite 
dividends in mutual cooperation. Failing 
this, many actual and potential neuropsychi- 
atric casualties are missed by the simple 
reason of non-referral. 

| shall proceed to an immediate descrip- 
tion of our present set-up without reference 
to the many previous experimental steps. 
For convenience in understanding the opera- 
tion of a replacement training center, I shall 
trace at times the progress of an imaginary 
and composite recruif, “Bill Snuffbucket.” 
We begin with the appointed morning when 
Bill reports to his induction station. He 1s 
there examined, takes the oath, signs his 
‘, and becomes officially a soldier. With 
or without a brief furlough, he goes then to 
of the thirty-eight recruit reception 
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centers, and into the purview of the “Army 
Personnel Classification Service.” He is 
issued his clothing and equipment and for 
a few days undergoes interviewing, testing 
and classifying by the classification service. 
It is here that his qualification card (Form 
20) is begun. This card will follow him like 
a shadow throughout his army career. With- 
out it he ceases to exist for purposes of 
assignment in the army. From the reception 
center he may go to a newly forming di- 
vision, or to a combat organization in train- 
ing. On the basis of his educational attain- 
ments, occupational history, classification test 
scores, the classification interview, and most 
important of all, the needs of the service, 
Bill is considered to be an appropriate man 
for shipment to a replacement training center. 
With a goodly company of his fellows, he 
arrives in the center during the week of 
troop movement arrival. This period is 
scattered regularly throughout the training 
program and permits the constant influx of 
new recruits and the departure of graduated 
trainees. 

The new arrivals are immediately assigned 
to companies and battalions according to 
what is expected of them, and according to 
what the army is then demanding in the way 
of graduates from the engineer replacement 
training center. This assignment is accom- 
plished rapidly on the basis of information 
available on the qualification card, and is 
occasionally implemented by interview. 
Initial assignment may be to potential officer 
candidate training units, basic training, vari- 
ous types of specialist training, and pre- 
specialist training units. Training begins on 
the Sunday following the troop movement 
arrival week. 

The culling process becomes active in the 
days of grace before training even begins. 
Armed with a prepared list of questions, the 
platoon leader and his training cadre of 
non-commissioned officers question each of 
the sixty or more recruits under their care. 
This serves the dual purpose of insuring 
early familiarity and sympathetic relation- 
ships with the new men and obtaining of 
information relative to past, probable, obvi- 
ous or claimed physical defect. In every 
appropriate case there is initiated a “Request 
for Physical Examination” (ERTC Form 


156). On the third day of training these 
men arrive in a special group at the battalion 
dispensary, where they are examined by the 
dispensary surgeon. A battalion representa- 
tive and a psychological officer from the Con- 
sultation Service are present at this exami- 
nation. Our liaison officer is on the alert 
during this time for such cases as he thinks 
should be placed on “Request for Study by 
the Consultation Service” (ERTC Form 124) 

At this initial dispensary examination, 
some defects are discovered which are amen- 
able to treatment within the dispensary as 
the soldier continues on duty. Other soldiers 
are referred to the station hospital to make 
the rounds of the various clinics, or for ad- 
mission for a more comprehensive survey. 
It is significant that many men are picked 
up at this initial examination and reclassi- 
fied for limited service or discharged be- 
cause of medical disability before their train- 
ing has properly begun. 

Let us return to our composite and mythi- 
cal recruit. Unfortunately, Private Snuff- 
bucket is having difficulty in his meta- 
morphosis from civilian to soldier. But 
barely emerging from the cocoon of home 
and family ties so lately sundered, he is 
found to have two left legs, and this dis- 
ability is symmetrically distributed up to his 
brain. After several years in the first grade, 
he was finally graduated into the second by 
a formal resolution of the board of educa- 
tion, or as he says, “promoted on length of 
service.” It may be that he has developed 
peculiar gastric or cardiac dysfunction that 
leads him to appear frequently on sick call, 
to the bafflement and despair of the organi- 
cists. With the impetus coming from one 
or more of several sources, or from the 
soldier himself, he appears one morning 
quite early in his training for interview by 
the Consultation Service in headquarters. 
The “Training Center Regulations” contain 
complete instructions as to the manner of 
initiating a request for interview and the 
type of information desired. Supplied 
therein is a guide list of premonitory and 
early symptomatology, sub-grouped into 
categories according to the manner in which 
they ordinarily come to the training officer’s 
attention, and not according to any particular 
disease syndrome. 
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When the forms requesting interview ar- 
rive, they are immediately checked against 
the records of the chief of the dispensary 
service, who maintains in the central dis- 
pensary the results of medical screening. 
When the soldier appears for appointment, 
these medical and surgical reports are avail- 
able and conserve the time of the psychiatrist 
for the exercise of his specialty. 

It is noted that Bill comes for his inter- 
view to headquarters, and not to the hospital. 
We place great emphasis on this fact—that 
the soldier is not referred to the neuropsy 
chiatric clinic, where a “nut picker’’ looks 
at him speculatively and Bill becomes ultra- 
conscious that in the background there looms 
the “looney bin.” Bill is carefully inter- 
viewed according to a standard form, and a 
complete battery of psychologic tests is ad- 
ministered by trained psychometric examin- 
ers. The results then go to the personnel 
consultant, a trained clinical psychologist, 
who may also interview Bill before making 
one of several dispositions. If information 
is needed concerning the soldier’s back- 
ground, he is referred to the psychiatric 
social worker assigned to the service by the 
American Red Cross. Bill may also see the 
psychiatrist that same day, but in the ma- 
jority of cases such a referral is not 
necessary. 

Let us assume that, upon the basis of the 
information initially available to the person- 
nel consultant, Private Snuffbucket would 
benefit by a transfer to the special develop- 
ment training unit. I shall digress to de- 
scribe as briefly as possible the rather ex- 
tensive program of the special development 
training battalion. 

Bill’s problem may fall into one of several 
loosely defined groups. He may be a plod- 
ding, methodical “slow-learner’’ who needs 
more time than usual but will get the train- 
ing. He may be “non-English speaking” 
because of foreign birth, or illiterate through 
educational rather than intellectual defi- 
ciency. In the educational section of the 
special development unit he will be put 
through a program of adult literacy educa- 
tion and taught the fundamentals of read- 
ing, writing and arithmetic. If he has a 
severe mental defect, efforts will be made to 
train him in useful and needed tasks that 
he is intellectually capable of performing, 
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and it every recourse fails, information is 
collected to facilitate his early discharge for 
inaptitude. If it is a matter of 
maladjustment, 
newly 


emotional 
Bill will be referred to our 
developing group therapy section. 
Since this is still in the experimental stages, 
[ will say nothing about it at this time, ex- 
cept to indicate my thesis of working with 
attitudes rather than disease syndromes. 
Bill may be one of those unfortunate people 
who seem to lack physical coordination. We 
are not often required to think about physi- 
cal coordination in civil life, but it is a very 
important matter to a combat soldier. Ex- 
periments are progressing in training meth- 
ods for improving this faculty. This section 
is also helpful ‘or fresh 
from civil life who lack, but can acquire, the 
degree of physical stamina and endurance 
necessary for regular training. This feature 
is important in consideration of what is 
known concerning the relationship between 
fatigue states and neurosis. A small obser- 
vational section is also maintained as a sort 
of admission ward. 


those individuals 


During his stay in the special development 
unit, Bill is kept under close observation by 
officers and non-commissioned officers, who 
are particularly selected and trained for the 
tasks at hand. These men confer constantly 
with the psychiatrist, frequent discussions 
are held relative to the particular problems 
of this group, and suggestions are made as 
to the appropriate methods of attack. Care- 
ful records are kept of Bill’s progress and 
behavior. As regards both problem and 
prognosis, a better evaluation is thus ob- 
tained than would be possible from obser- 
vation of Bill’s reaction to the quite artificial 
hospital situation. 

At the final interview there is usually 
available a considerable volume of informa- 
tion to guide an appropriate disposition. 
One indication of the program’s value is 
that a very large proportion can be returned 
to normal training with a beginning bat- 
talion. With the head start they have been 
given, they go smoothly through to gradua- 
tion. If placement is at fault, reassignment 
can be readily made. Since there are about 
two thousand different kinds of specialized 
jobs in today’s army, it is quite frequently 
possible to find a place where Bill would fit. 

If separation from the service is indicated, 
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3ill can be disposed of quickly and with a 
reat saving of hospital facilities. Psycho- 
pathy, mental deficiency, drug addiction and 
chronic alcoholism are considered non-medi- 
cal disabilities. If for these or other reasons 
Bill is inapt or undesirable, he is referred, 
without hospitalization, to the appropriate 
board of line officers. Because of close 
liaison between the Consultation Service and 
this board, Bill is on his way home in an 
incredibly short time, in comparison with 
the experience of most other military psy- 
chiatrists. Before he leaves, he is inter- 
viewed by the Red Cross social worker. 
Through the Red Cross and the Vocational 
Rehabilitation Service, this worker does his 
level best to see that something is done for 
or about Bill when he reaches his home 
community. 

If Bill is so mentally ill that prognosis 
is completely unfavorable, he is admitted 
to an especially designated ward of the 
hospital, but not to the neuropsychiatric 
section. Transmitted with him is a com- 
plete case record, including an American Red 
Cross social service investigation. A psy- 
chiatrist from the neuropsychiatric section, 
spending a short time each day on this ward, 
need only review the complete information 
already collected. A request for discharge 
can be initiated immediately. Prolonged hos- 
pitalization is avoided and Bill does not add 
to the slowly cumulative census that hangs 
like a grim spectre over the neuropsychiatric 
section. 

More than go per cent of our patients are 
referred in the first few weeks of training. 
This factor has greatly influenced our con- 
cepts of psychiatric therapy, which were in 
the past too much influenced by what can 
be called “the institutional viewpoint.” What 
shall we expect of therapy if the patient is 
delivered to us, psychiatrically speaking, “in 
articulo mortis”? The psychiatrist still lags 
behind his medical colleagues in overcoming 
public reluctance toward his early interven- 
tion. Frequently hampered by the dictates 
of medieval law, he too often in effect must 
unwillingly allow the appendix to rupture 
while the jury deliberates. 

In total warfare the total economy and 
over-all conservation of manpower is highly 
essential. Early intervention may so help 
the individual that, although found unfit for 
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military duties, he can be returned to civil 
life in such shape that he can contribute to 
his fullest capacity to the civilian economy. 
Retrospective consideration of the experi- 
ence of several months in a station hospital 
recalls many cases in which in a short time 
a remarkable increase in severity was seen, 
and in several cases a transition from psy- 
choneurosis to psychosis. This progression 
seemed to be of spontaneous generation, 
hastened by the unusual stresses to which 
the patients had been subjected. My con- 
tinuing experience inclines me to believe 
that a grave error was committed in under- 
estimating the frequently deleterious effects 
of hospitalization. Even in the many cases 
benefited by hospitalization, return to duty 
is seldom indicated. This situation was suc- 
cinctly expressed years ago by my former 
teacher, Sidney Schwab. In discussing the 
problem of war neurosis, particularly with 
reference to the fixation and elaboration of 
the initial symptoms during the early days 
of the soldier’s hospitalization, he stated : 
What happens is that there is given an oppor- 
tunity for more complete concentration and intro- 
spection, so that the individual removed from 
contact with his accustomed environment and away 
from the external influences of military discipline, 
easily surrenders himself to his neurosis, which 
automatically tends to further elaboration and in- 
tensification of symptoms. .... At first the neuro- 
sis is entirely automatic, the product of a mechanism 
entirely out of the control of the individual. Later 
there enters into the problem some measure of re- 
sponsibility for the further maintenance of the 
neurosis. At this state in its development, a cure 


must be effected if the patient is to be restored 
to his former condition. 


This explains the frequent hospital cases 
in which it is a problem to distinguish 
between that portion of the complaints which 
is genuinely neurotic and that part which 
seems to be consciously simulated. 

This leads directly to one of the most 
cogent lessons of the last war, which is being 
constantly reaffirmed in the literature of 
this one. It seems definitely established that 
prospects of recovery are greatest with im- 
mediate treatment as close as possible to the 
point of origin. Prognosis becomes pro- 
gressively less hopeful in direct proportion 
to the elapsed time from onset, and the dis- 
tance from the combat zone the patient is 
evacuated. Our program attempts to apply 
during the phase of training this lesson de- 
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rived from others’ experience with neuropsy- 


chiatric casualties in combat. By preventing 


as much as possible conscious realization of 
the escape potentialities and by early treat- 
ment close to the point of origin, full crystal- 
lization of many incipient neuroses should be 
prevented. And from the standpoint of the 
total economy, this is important even in those 
cases discharged as unsuitable for military 
service. Follow-up with “Vocational Reha- 
bilitation Service” should reduce the other- 
wise anticipated large number of both service 
and non-service connected disabilities. 

In conclusion, I should like to point out 
that the program described emphasizes the 
mental hygiene aspects of psychiatry in the 
military setting. Attempts are being made to 
cover more adequately the phases of classi- 
fication and training that were a previously 
unexplored gap between selection and com- 
bat. This has been implemented by adminis- 
trative procedures analogous to industry’s 
‘Sob dilution.” 

The program is designed for the large 
numbers who have minor maladjustments, 
rather than the relatively few so severely ill 
with mental disorder that only heroic mea- 
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sures, such as breaking bones or back or 


slightly electrocuting them, are considered 
to be of avail. 


dened and 


Relief of greatly overbur- 
strained hospital facilities 1s 
afforded, and even further, the importance 
of avoiding hospitalization whenever possi- 
ble is stressed. A modification of traditional 
concepts of therapy possible in the army is 
indicated. Such optimism is justified by the 
stage of the disease process at which pa- 
tients are being referred to the psychiatrist, 
the effects of early intervention, and a more 
thorough understanding on the part of the 
psychiatrist of the many potentialities that 
are available to him in aiding unstable in- 
dividuals to find adjustment. Among these 
should be listed the influence of appropriate 
occupational assignment and competent job 
analysis, and a better understanding of the 
problems of industrial training. For the 
present, we must limit these considerations 
to our task of first importance, the forma- 
tion of an efficient, healthy fighting force. 
It would not be remiss, however, to remark 
that it may show the trend of the future 
and our golden opportunity in the yet poorly 
explored field of industrial psychiatry. 
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NEUROPSYCHIATRY IN A STAGING AREA‘ 
MAJOR LOUIS S. LIPSCHUTZ 
Medical Corps, Army of the United States 


The ‘staging area’ represents the last step 
in the complex task of preparing troops for 
combat. It is the area in which troops are 
assembled immediately prior to embarkation. 
Through it flows a constant stream of sol- 
diers from all branches of the service. It 
contains a cross-section of the Army forces. 
These troops are for the most part fully 
trained and screened ; they are presumably fit 
for combat duty. The psychiatric casualties 
from such an area should accurately reflect 
the efficiency with which the mentally unfit 
have been eliminated in the process of 
training. 

The ‘staging area’ is also a stress area. 
Its purpose is evident; the soldier in such 
an area knows that he is destined for early 
embarkation. The unstable can no longer 
evade the threat of embarkation and over- 
seas duty by putting off its probability until 
tomorrow. Thus it becomes a test situation 
for those whose fears and insecurities are 
beyond control or adjustment. One should 
expect to see a large variety of acute psy- 
chiatric conditions in this area. 

By the nature of its task, the organization 
of the ‘staging area’ cannot be too formal 
or rigid. Troops must arrive and depart 
at all hours. Their numbers vary widely 
and facilities and personnel must exist to 
process and accommodate this variable num- 
ber at any hour. Embarkation schedules 
must be met and all activities organized on a 
twenty-four hour basis, if necessary, in order 
to meet this need. 

The staging troops are known as “Cas- 
uals” and the term is not without signifi- 
cance, for their mood is often exactly that. 
The conditions of travel predispose toward 
informality and relaxation of discipline. The 
continuity of a rigid training schedule has 
been broken. They are faced with the im- 
minence of embarkation. Under such condi- 
tions the gain from illness and the desire for 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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such an escape from the realities of the situa- 
tion are greatly increased. Some develop 
such illnesses while others react by seeking 
distraction. They develop a spirit of reck- 
lessness . mood of “living for the day.” 
Within certain limits, the activities generated 
by such a mood must be tolerated, for they 
provide a release and relief of tension. This 
is another factor in the problem of maintain- 
ing discipline and preserving orderly routine 
in the “staging area.’ 

The medical and psychiatric facilities in 
the ‘staging area’ must share the flexibility 
of other service groups if they are to prove 
adequate. With troops arriving at all hours 
of the day and night, the incidence of acute 
illness becomes entirely unpredictable. Simi- 
larly, the processing of troops to meet em- 
barkation schedules requires an organization 
capable of maintaining whatever tempo and 
duration of processing the schedule may 
require. 

Because of these needs, the front line of 
the medical organization in the ‘staging area’ 
consists of a series of dispensaries. Each 
dispensary is located in a section and each 
section is so organized that it functions 
with complete autonomy. The wisdom of 
such organization is obvious. With a con- 
stant influx of troops from all parts of the 
country, and the necessity of avoiding inter- 
ruption of outgoing schedules as little as 
possible, it is much easier to maintain con- 
trol of contagious diseases and impose quar- 
antine when necessary if completely autono- 
mous functional units exist. Therefore, the 
dispensary in each section is far more than 
a first aid station. It is fully staffed, main- 
tains its own records and is equipped to care 
for all the medical needs of troops staging in 
that section, except conditions requiring 
hospitalization. 

The availability of psychiatric facilities 
at this point in the medical organization of 
the ‘staging area’ is of the greatest impor- 
tance. A large variety of psychiatric prob- 
lems present themselves. Dispensary medical 
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officers estimate that 40 to 50 per cent of 
all soldiers appearing for sick call are pri- 
marily or partly psychiatric problems. For 
these neuropsychiatric consultation must be 
available at all times. If prompt service can 
be offered, many acute hysterical conver- 
sions and panic states may be successfully 
treated. However, should these reactions 
become fixated through the process of hos- 
pitalization, the prospect of cure will become 
greatly diminished. 

The second line of medical organization 
in the ‘staging area’ is the hospital; here the 
neuropsychiatric organization consists of 
the usual open and closed wards for the 
reception, observation, treatment and dis- 
position of all types of nervous and mental 
disease. Equally important is the providing 
of consultation facilities to other services in 
the hospital, and perhaps most important is 
the maintenance of an out-patient clinic for 
neuropsychiatric problems referred from the 
various sections. 

These services follow the conventional pat- 
tern of neuropsychiatry in the military sta- 
tion or general hospital. However, they 
differ in one important respect. Just as the 
‘staging area’ must be geared to a highly 
variable flow of troops, so the neuropsychi- 
atric section in a hospital located in such an 
area must be prepared to receive, observe and 
dispose of its problems at an equally accel- 
erated tempo. Decisions with regard to dis- 
position must be promptly and definitely 
made. If not, many a man will be separated 
unjustly from his organization and con- 
versely many an organization will be unjustly 
required to carry an actual or potential psy- 
chiatric casualty. The stockade in the ‘stag- 
ing area’ is an important source of psychi- 
atric material. Here again the psychiatric 
opinion may determine whether disciplinary 
action, medical disposition or rejoining of 
outfit will occur. Delays, errors and charit- 
able attitudes in the disposition of psychiatric 
cases are costly in the zone of the interior. 
They become even more costly in the ‘staging 
area. An actual or potential psychiatric 
casualty permitted to embark not only takes 
up space which could be occupied by a use- 
ful man, but in addition, wastes the supplies 
and services of the men needed to care for 
him. It has been estimated that each man 
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embarked 


l or in foreign service requires the 
ie five to nine men, together 
plies, in order to enable him 
equately. With the realization 
that our most critical shortage today is one 
of shipping, the vital importance of conser- 


services of som 
with their suq 
to function ad 


vation in this regard is obvious. 
\bout 3 per cent of the patients seen at 
sick call in the dispensaries are admitted to 


the station hospital, and of these, approxt- 


mately 5 per cen | their way to the neuro- 


psychiatric section. These are the obvious 
neuropsychiatric problems and do not in- 
clude the large number of admissions to the 
medical service of patients with various psy- 
chosomatic complaints, organ neuroses and 
other psychiatric conditions not immediately 
recognized as such. Nor does it include those 
who present themselves at sick call with com- 
plaints felt to be largely psychogenic. They 
include such complaints as backache, fre- 
‘y of urination, headache, foot trouble 
and visual disturbances. These usually utilize 
some actual minor physical difficulty as a 
fulerum and are lacking in the life history 
and concomitants characteristic 
of actual psychoneurotic disorder. It is sig- 
nificant that when a staging outfit is alerted, 
that is, given a definite embarkation time, the 
sick call doubles in numbers and the per- 
centage of such psychoneurotic trend reac- 
tions increases greatly. 

These are the men usually called “gold- 
bricks.”” It is important that they be cor- 
rectly recognized and treated. They are lack- 
ing in spirit and conviction, poorly indoc- 
trinated and low in morale. Their pattern of 
They lack 
the elements of the will to fight as outlined 
by Strecker and Appel(1): 


quent 


autonomic 


evasion lies close to awareness. 


1. Each soldier should know what he is fighting 
for; we need a slogan. 

2. Each civilian should know what he is fighting 
for. 

3. Anger at the enemy. 

4. Fear of the specific consequences of defeat for 
each individual, not just the fear of defeat in 
general. 

5. Willingness to sacrifice himself for the good 
of the whole, the herd instinct. United we stand, 
divided we fall. 

6. Confidence in self. 

7. Confidence in leaders and officers. 


Hospitalization of such individuals serves 
only to justify their complaints and 
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strengthen their conviction of disability. On 
the other hand, ridicule, neglect and denial 
of the complaint somewhat paradoxically 
serve the same purpose, for they create a 
mood of resentment and a need for justify- 
ing the actuality of the complaint. These 
are the men who require the services of a 
psychiatric out-patient clinic. In such a 
clinic proper screening can be carried out 
and treatment given at the optimum moment. 
The ideal treatment is, of course, preventa- 
tive and consists of morale building with all 
the means by which group identification and 
community of purpose may be developed. 
It is significant that those branches of the 
service noted for their high morale, such as 
the Air Forces and Paratroops, for example, 
produce a relatively small number of such 
patients. Such patients come largely from 
the service groups composed chiefly of older 
inducted men. These men would profit 
greatly by measures directed to the develop- 
ment of better morale. The vital and essen- 
tial nature of their duties should be drama- 
tized for them. Such techniques would bring 
powerful social pressures to bear against the 
tendency to find refuge in illness. 

The limitations of statistical data in cur- 
rent studies of military psychiatry must be 
kept in mind. The urgencies of the military 
situation make the collection and tabulation 
of statistical material of secondary impor- 
tance. The necessities of military censorship 
often prevent the full disclosure of such data 
as may be available. For this reason the sta- 
tistical data upon which this paper is based 
cannot be revealed. 

The stockade is an important source of 
psychiatric admissions. Many of these prove 
to be psychopathic personalities. The per- 
sonnel, effort and supplies utilized in what 
is often a futile effort at rehabilitation sug- 
gests that greater psychiatric attention be 
devoted to this area. The Navy procedure 
in such matters, as described by Harrison 
(2), might profitably be adopted. He states: 


It has been formerly established that a consider- 
able percentage of the persons in the Navy who 
constantly break the rules, who do not profit by 
punishment and who are in trouble over and over 
again for infractions of the law are mentally un- 
sound..... The Navy regulations make it manda- 
tory for a medical officer to make a_ physical 
examination of any person recommended for trial 


by general court-martial to determine whether he 
is physically fit for retention in the service. This 
is construed as including a mental examination. 


Because the psychopath is sensitized to 
authority and discipline he is allergic to mili- 
tary life which is based upon authority and 
discipline. He displays unusual turbulence 
and aggression. He is the chronic griper, 
the sorehead, the man with a chip on his 
shoulder. He almost always is in the stock- 
ade because of having gone AWOL. 

Such individuals do poorly in military ser- 
vice. Modern war with its dependence upon 
team work, requires suppression of indi- 
viduality and submission to authority ; these 
are antithetical to the psychopathic character. 
Further, the degree of specialization in mod- 
ern warfare has, like the production hae, 
created a large number of detailed routine 
tasks remote from the actual combat zone. 
This has effectively deglamorized war for 
most soldiers. This further upsets the psy- 
chopathic character who, under some condi- 
tions of individual prominence, may display 
qualities of recklessness, because of innate 
aggression and hostility, which serve to dis- 
tinguish his performance. These opportuni- 
ties seldom appear in present day warfare. 

A study of length of service prior to 
admission reveals that the total admissions 
for those with a length of service through 6 
months is approximately equal to the total 
whose length of service covers 7 months 
through 20 years and is in keeping with the 
conclusions obtained in other series such as 
those of Rosenberg and Lambert(3) that 
psychiatric casualties decline with length of 
service. A secondary rise in the 13 months 
to 4 years period is interesting. Many of 
these were psychopathic personalities with 
behavior difficulties previously handled by 
disciplinary methods. Some were making a 
marginal adjustment in a peace time army, 
but could not effect the transition to war 
status. Others, with long periods of service, 
had personality defects which resulted in 
frequent transfers. Arrival at the ‘staging 
area’ made some other type of disposition 
necessary in order to “get the man out of my 
outfit” before embarkation. 

In line with expectancy, hysteria, usually 
of the conversion type, was the most common 
type of psychoneurosis and occurred chiefly 
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in individuals of primitive personality with 
borderline intelligence. 

The relatively large number of cases of 
simple dementia przecox is worthy of com- 
ment. This type is uncommon in civilian in- 
stitutional psychiatry. Because their social 
defects are negative and consist chiefly o! 
errors of omission, these individuals manage 
to drift along in civilian life without becom- 
ing objects of public care. Their detects 
become quite obvious under the demands of 
military life and discipline. They are usually 
described as soldiers who appear inattentive, 
lack initiative, learn poorly, work inefficiently 
and display seclusive traits. In contrast to 
the more spectacular types of psychiatric up- 
set, properly recognized as such, these men 
may become the objects of disciplinary action. 
Several in our series have been derived from 
the stockade. 

The neurological material deserves com- 
ment. The two brain tumors in this series 
were located in the prefrontal areas and were 
characterized chiefly by gradually developing 
personality disturbance. It is significant that 
both were looked upon as “goldbricks’’ or 
malingerers for several months before their 
true character was recognized. 

It is important for the military psychi- 
atrist to convince other medical officers of 
the importance of establishing the diagno- 
sis of psychoneurosis by positive rather than 
negative evidence. It is not sufficient that 
objective findings be lacking in the presence 
of symptoms. The symptoms, themselves, 
must harmonize with a life history of evasion 
of responsibility by psychoneurotic or psy- 
chopathic response. The need for caution in 
describing symptomatology as “neurotic” in 
the absence of such a characteristic life pat- 
tern should be emphasized. 

Many medical officers need help in mak- 
ing psychiatric diagnoses. This is especially 
true of those lacking military experience. 
They are prone to look upon vague somatic 
complaints with over suspicion especially if 
objective findings cannot be demonstrated. 
In some this may represent a projection of 
personal undercurrents of hostility or resent- 
ment of military service. In others it may 
only reflect a lack of proper training in 
psychiatry. 

Line officers frequently display a much 
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better appreciation of psychiatric problems 
than medical officers recently drawn from 
They must obtain useful 
from their men and are forced to 
think in terms of total personality and group 
performance. The medical officer frequently 
carries over from his civilian practice the 
tendency to think in terms of organ pathol- 
ey and individuals. The degree to which 
uch attitudes persist depend upon the mili- 
tary psychiatrist. The present situation af- 


civilian practice. 


service 


( 


for psychi- 
education through the contacts afforded 
by consultations and out-patient clinics as 
well as more formal didactic methods. 


fords an excellent opportunity 


atric 


Prompt dividends resulted from a series 
of lectures covering the major psychiatric 
problems in military psychiatry given the 
medical officers in the ‘staging area.’ These 
consisted of better judgment in referring 


patients for consultations, more objective 


attitudes toward patients and a better appre- 
ciation of the psychological needs and prob- 
lems of the soldier. Such lectures given to 
all groups of officers would be reflected in 
better handling of troops, earlier recognition 
of psychiatric problems and better judgment 
by those on boards and courts martial. 
Disposition on discharge, illustrates the 
most important function of the military psy- 
chiatrist. As stated by Halloran and Farrell 
(4): 
While a certain amount of temporary therapy is 
and should be applied, the main objective is to 
direct the more serious mental disorders back to 
community This must be a primary con- 
sideration if the army is to use its fighting strength 
effectively. “The mission of the Medical Corps is 
the conservation of manpower and the preservation 


of the military forces.” 


care. 


Eighteen per cent required medical dis- 
charge through certificate of disability for 
discharge. Discharge for inaptitude or un- 
(Section VIII) consti- 
tuted 7 per cent of the dispositions and these 
included psychopathic personalities, sexual 
psychopaths and mental defectives. 

Sooner or later it becomes necessary to 
separate the psychopath from service and 
the traditional army method is through Sec- 
tion VIII proceedings. This method requires 
hearings by a board of officers with the devel- 
opment of sufficient evidence to demonstrate 
the fact of psychopathy and the lack of 


desirable character 
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adjustability despite adequate trial. This 
procedure is grounded in the theory that the 
soldier possesses a property right in his mili- 
tary status and should not be deprived of 
such right or his good character without ade- 
quate demonstration of inaptitude, undesir- 
able habits or traits of character. In peace 
time this procedure, even though time con- 
suming, is justified to prevent a soldier from 
being unjustly discharged under unfavorable 
circumstances. During war, it becomes a 
luxury in the same sense as unlimited motor- 
ing, hoarding and unrestricted speech. The 
time and effort required become important 
diversions from the primary task of winning 
the war. 

In the ‘staging area’ the problem is fur- 
ther complicated by the fact that when a 
man comes up for hearing his outfit has 
usually moved along, taking witnesses with 
them, so that records compiled under the 
stress of wartime expansion and therefore 
usually inadequate, must be depended upon. 
It is not surprising that under such condi- 
tions boards of officers, or higher reviewing 
authorities, sometimes disagree as to the 
necessity for discharge. 

Consideration should be given to some 
other method of discharge for this condition. 
The psychopathic personality is a well estab- 
lished clinical entity in psychiatry. Why not 
treat it like other diseases and effect separa- 
tion from service by medical discharge 
through certificate of disability for discharge 
as in other diseases. If pension liability is 
feared because of this method, the constitu- 
tional background of psychopathic person- 
ality can easily be demonstrated to establish 
the fact of “not in line of duty.” 

The foregoing applies with equal force to 
the mentally deficient who require similar 
hearings to establish inaptitude in order to 
justify separation from service. Mental de- 
ficiency is a recognized disease entity. It 
can be measured accurately by objective tests. 
It, too, is usually a congenital or constitu- 
tional condition so that the line of duty status 
is clear. It, too, should be subject to medical 
discharge through certificate of disability for 
discharge. The desirability of such a change 
has been mentioned by others, including 
Hecker, Plesset and Grana(5) who state: 


Company and regimental commanders pressed, 
now more than ever, by the exigencies of intensive 


active training can give little time to these details 
and perhaps the burden of Section VIII Boards for 
these cases might be delegated to another authority. 


The sexual psychopath is also separated 
from service by Section VIII proceedings 
through demonstration of the constitutional, 
irreversible and demoralizing effect of his 
condition. This represents a more scienti- 
fic and less time consuming method than 
disciplinary action through courts martial 
and is in keeping with the following state- 
men (6): 

The crude methods of the past have given way 
to more human and satisfactory handling of the 
problems of homosexuality. No longer is it neces- 


sary to subject cases that are so definitely in the 
medical field to a routine of military court-martial. 


Even better would be a less time con- 
suming method than a Section VIII board, 
possibly in line with that described by Har- 
rison(2). 

The procedure under consideration involves the 
forced resignation of an officer who commits a 
homosexual act and an inaptitude discharge for an 


enlisted man instead of the trial by general court- 
martial heretofore employed. 


The permanently convened board hearing 
such cases would consist of a line officer, a 
general medical officer, two psychiatrists and 
a psychologist. 

In the past, it has been our conviction 
that reclassification to limited service, so 
far as neuropsychiatric conditions are con- 
cerned, was largely ineffective. A man unfit 
for unlimited duty, because of psychiatric 
disability, usually proved unfit for limited 
duty, and conversely one adjustable to lim- 
ited service was usually able to meet the 
demands of unlimited service. 

The out-patient and consultation load dur- 
ing the period studied maintained a ratio 
3 to 1 with the admission rate. This was a 
minimal figure dictated solely by the limita- 
tions of psychiatric facilities, and the ratio 
could easily have been expanded to I0 to 1 
or more, had greater facilities been avail- 
able. 

In order to establish a basis for adequate 
recording of basic data, a standard card for 
in and out patient records was developed. 
This 5” x 8” card, Chart 1, contains the 
name, Army serial number, organization, 
source of admission and date across the top. 
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Down the left hand side are entered the 
age, nativity, length of service, together with 
rank, school attainment with age of attain- 
ment, religion, marital status, civilian occu- 
pation, civilian hospitalization, Army hos- 
pitalization and legal difficulties. 

With the recording of this basic data in 
a coded form, the examiner derives a fairly 
accurate impression of the patient’s person- 
ality status in a matter of minutes. The re- 
mainder of the card contains the chief com- 
plaint followed by the past history, family 
history, examination findings, impression and 
recommendation. This record is presented 
with no thought of originality. It is pre- 
sented only to show how, in the military sit- 
uation, one may originate and maintain ade- 
quate records rapidly and without elaborate 
organization. It is our expectation that this 


featist rumors, fatigue, hunger and physical dis- 
comforts. It is a state of mind which can come to 
a soldier only when special pains are taken to 
instruct him in the fundamental issues at hand—to 
make him feel that he is an integral part of every- 
thing his nation is fighting for—to arouse in him 
a social consciousness the like of which he has 


ver felt before. This most necessary condition 


can be achieved only through a systematic program 
education. Men who are imbued with a zeal 
which springs from a full know!edge of what they 


are fighting for are less apt to experience emotional 
or other personality disorders as a result of actual 
warfare. 


In the ‘staging area’ it is important that 
“high morale” be maintained by appropriate 
occupational and recreational activities. Bore- 
dom, through inactivity, should not be per- 
mitted to blunt the fine edge developed by an 
intensive training program. Men should be 
kept occupied, indoctrination continued and 


CHART 1 
Name ASN Organization Source Date 
Nativity—Inducted ............. P. 1 
Civihhan occupation ............... 
Civilian hospitalization ....... 6th Imp. 
Army hospitalization ............. 
Legal difiiculties ................. Rec 


card system may develop into a body of data 
from which sound conclusions and prece- 
dents may be derived. 

The consultations from other services 
were largely psychosomatic manifestations 
of neuroses originally admitted to the vari- 
ous services depending upon the organ or 
system of reference. The out-patient mate- 
rial referred from the dispensary sick calls 
contained a larger percentage of transient 
functional disturbance more reactive in na- 
ture and without the consistent personality 
distortions in the life history typical of the 
neurotic character. These conditions arise 
in those who lack what has been described 
by Stilwell and Schreiber(7) as “high mo- 
rale.” They state: 


High morale springs from a full knowledge of 
the meaning and the significance of this war. It 
enables an individual or masses of individuals to 
carry on and persevere in their mission in spite of 
adverse conditions, disheartening developments, de- 


ample recreational facilities maintained. Ap- 
propriate activities to minimize the psycholog- 
ical stresses of embarkation should be carried 
out. By constant drill and repetition, landing 
nets, boats and barges become commonplace 
and quite uneventful. Such drills should be 
a routine activity in the ‘staging area.’ 


SUMMARY 


1. The functions of a ‘staging area’ have 
been described. 

2. The importance of adequate neuropsy- 
chiatric facilities including an out-patient 
clinic was emphasized. 

3. Of these, the psychiatric out-patient 
clinic was considered most important. 

4. Mandatory psychiatric study of the 
military prisoner was suggested. The large 
number of psychopathic personalities in this 
group was noted. 
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5. The opportunity for psychiatric educa- 
tion of the medical officer in the military 
hospital was mentioned. The importance of 
doing so in order to correct emotional atti- 
tudes interfering with proper disposition was 
stressed. 

6. The need of developing a more efficient 
method of discharging men with inaptitude 
or undesirable habits or traits of character 
in a ‘staging area’ was stressed. The possi- 
bility of handling such cases by medical dis- 
position was mentioned. 

7. A rapid method of recording clinical 
data with minimal clerical facilities was out- 
lined. It is suggested that such a file may 
help to derive valuable conclusions in the 

8. The importance of morale as a factor 
in minimizing the incidence of psychiatric 
disorders in the armed forces was mentioned. 
The need for a systematic program of indoc- 
trination, particularly of service troops, was 
emphasized. 
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g. The necessity for maintaining adequate 
and appropriate occupational and recrea- 
tional activities and facilities in the ‘staging 
area’ was stressed. 
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PANIC STATES AND THEIR TREATMENT ' 
HENRY W. BROSIN 


Major, Medical Corps, Chief of N. P. 
New Orleans, 


Panic states are of especial interest to 
army psychiatrists because of their dramati- 
cally contagious quality which is so undesir- 
able in groups under fire(9, 11, 12, 16, 19a, 
26, 29, 30, 31, 33, 34, 36, 38, 48). The fol- 
lowing cases seen in a general hospital are 
reviewed in order to determine if possible, 


Section, La Garde General Hospital 


Louisiana 


Reasons for referral are often more admin- 
istrative than diagnostic or therapeutic, yet 
we observed the states described in most 
first hand evi- 
dence of their existence. Of these 703 cases, 
142 psychotics diagnosed and dis- 


instances or had excellent 


were 
charged as follows: 


TABLE 1 


Home Home Civilian Army 
Diagnosis alone attended hospital hospital Duty Total 

Dementia precox: 

2 5 14 3 0 2¢ 

Simple 2 0 3 7 

Manic depressive : 

Observation ............ I I 
Psychosis : 

9 3 2 5 0 19 

2 3 I 0 ( 

30 (21%) 27 (18 54 25 6(4%) 142 
(79 or 55%) 


(1) the type of person who is liable to panic 
during mobilization or foreign non-combat 
duty, (2) the situations in which panics seem 
to occur, so that criteria for better selection, 
prevention and treatment may be gained. 


INCIDENCE 


During the calendar year, 1942, 703 psy- 
chiatric hospital patients were discharged. 
This series is not a representative random 
sampling since they were referred principally 
from station hospitals or foreign duty posts. 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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It is interesting that 6 returned to duty, 
and 57 went directly home, with or without 
an attendant. Eighteen of the 25 transferred 
to another army hospital for lack of space 
here were returned home without additional 
hospitalization. Therefore, 81 out of 142 
cases (57 per cent), most of whom were re- 
garded as acute or severe problems upon 
admisssion, were not in an acute psychotic 
phase within an average time of 62 days. 
Some of this time was ‘necessary to accom- 
plish the’administrative procedures required 
for discharge. Two diagnosed as 
schizophrenia were returned by a board of 
officers who felt that in view of long previous 
service and apparently good personality in- 
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tegration these men should be given another 
chance under more favorable circumstances. 
This percentage (57 per cent) of “recov- 
eries’” corresponds favorably with Dr. 
George Stevenson’s national estimate that 
“about half have been sent home or to state 
hospitals” (46). 

Of this group of acute psychoses some 
of the most interesting are the acute excite- 
ments, short-lived stupors, and evanescent 
paranoid states. Fully 60-70 per cent of our 
admissions showed strong anxiety with ten- 
sion, but only about 15 per cent had full 
blown terror. The latter occurred principally 
in the groups of “catatonics” and psychosis, 
unclassified, the latter diagnosis being en- 
couraged in W.D.-S.G.O. Circular Letter 
12, February 19, 1941(2, 4b, 5a, 5b, 7, 8, 9, 
10, II, 12, 15, 16, 17, 18, 20, 21, 24, 29, 31, 
34, 38, 44, 48). Many of the panic states 
clear up with little or no detectable residuals, 
so that sometimes we are at a loss to explain 
the correspondence between the psychotic 
episode and the present personality, except 
by inference. Technical discussions regard- 
ing differential diagnosis will briefly follow 
this sample case 

Case I.—S.E.C. 

S.E.C., a 20-year-old, unmarried negro, was in- 
ducted January 7, 1943, and entered the Station 
Hospital 6 days later on January 12, 1943, in a 
stupor state with confusion, blocking, poverty of 
affect and thought, negativism, seclusiveness and 
resistiveness including failure to eat or drink. The 
underlying affect was plainly one of terror with 
escape through absolute withdrawal. 

His father and mother, both aged 40, are ap- 
parently living and well. They have been separated 
for 9 years since she could not tolerate his alco- 
holism and promiscuity. The mother is a reliable 
industrious cook with 3 children who states that she 
is most attached to the patient. Early development 
of the patient was impaired by frequent minor ill- 
nesses. He was never physically sturdy. He com- 
pleted high school aged 15 with the reputation of 
being a good student. An otitis media has been 
present intermittently since age 12, and caused his 
rejection by the Navy and Marines. His social 
adjustments during adolescence were poor with 
intolerance to crowds and noise of all kinds. He 
was usually quiet in manner, seriously minded, and 
inclined to worry even though there was nothing to 
worry about. He spent much time reading detective 
stories and novels. He was obedient, compliant, and 
punctilious in the observances of his religion includ- 
ing the saying of grace at all meals. 

Patient is 64 inches tall and weighs 111 pounds. 
He is an immature looking, frail, colored male who 
has no evidence of organic disease besides the otitis 


media, chronic suppurative, right. Hearing slightly 
impaired on the right. Blood pressure 104/78. 
Pulse 80, full, regular. 

Upon admission, patient was confused, dull, apa- 
thetic and stuporous, yet very fearful of being killed. 
He exhibited poverty of ideas and emotions, retarda- 
tion, blocking. Shortly after he became more stupor- 
ous and mute. 

The extreme fearfulness, mutism, and lack of 
spontaneous production improved slowly. No waxy 
flexibility was noticed at any time. Sodium amytal 
interviews caused him to talk more freely, but he 
relapsed after the effects of the drug wore off. Dur- 
ing such an interview on January 14, he stated that 
he was “mixed up” and that was why he could not 
talk. He expressed extreme fear of death and 
pleaded with the nurse to send him back to his 
home. He was aware that his family was proud of 
him for being in the army and consequently he 
wanted to do his best, but said that he had become 
confused and could not help himself. He expressed 
willingness to eat and be cooperative, but within 
45 minutes refused fluids and food so that intra- 
venous glucose and saline were necessary to combat 
dehydration. The inactive stupor was somewhat 
improved on the 18th, but the apparent chronicity 
caused him to be transferred to another hospital on 
January 22. Here he talked more freely, stating 
that he sometimes became “nervous,” had been 
enuretic until aged 10, and had chewed his finger- 
nails during periods of tension for the past 2 years. 
He had worked as a carpenter’s helper since gradu- 
ation from high school. No alcoholism, civil arrests, 
or homosexuality was disclosed. He admitted 
having heard “voices” and noises during his stupor- 
ous period, but could not describe the form or 
content. He denied delusions or hallucinations at 
present. He described fearfulness and palpitation, 
headaches, bowel distress, restlessness, nail biting 
and constant worry as his outstanding difficulties. 
On February 26, 1943, he was well oriented in all 
spheres, and cooperated well in tests for recent and 
remote memory and problems. Army general classi- 
fication score 117, Group II. Emotionally the flat- 
tening and incongruity were not apparent, although 
he was somewhat depressed. He responded appro- 
priately, though slowly. 

Discussion.—After due consideration a diagnosis 
of dementia przcox, catatonic type was made at 
the station hospital. The man’s rapid improvement 
without characteristic signs of thinking disorders, 
emotional changes or other signs of schizophrenia 
stimulated more discussion regarding the type of 
disorder present since he seemed to be sufficiently 
well on 1/30/43 to be considered an immature youth 
with hysteria. On 2/26, the latter picture seemed a 
more appropriate classification, for additional obser- 
vation revealed no signs of schizophrenia. 

We deal here with a shy, sensitive, intelligent 
youth who is essentially immature and loosely 
organized. His chronic otitis media and his race 
seemed to be important features in determining his 
seclusive personality pattern. Immediately after his 
induction on January 7 he became increasingly tense 
and fearful with expression of tension phenomena 
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in the form of headaches, bowel distress, palpitation 
and generalized restlessness which caused him on 
January 12 to refuse to get up out of bed. With 
hospitalization he quickly regressed to a stupor state 
in order to combat his overwhelming fear of death. 

It is likely that the dilemma of diagnosis would 
be solved by calling this acute psychotic episode: 
“Psychosis, unclassified,’ as recommended by 
Colonels Porter and Hessner. Our interest in this 
problem dates back to September, 1941 when seven 
similar cases were studied. Since then we have seen 
24 so-called “catatonics” sent in (10 per cent of our 
psychoses) and 22 cases of psychosis, unclassified. 
Only three of the “catatonics” had definite waxy 
flexibility or more pronounced signs of schizo- 
phrenia while only two others were suggestive, 
leaving 19 cases which might belong in the category 
recommended by Colonel Porter at the School of 
Military Neuropsychiatry at Lawson General Hos- 
pital, Atlanta, Georgia. Diethelm(5a, 5b), Bateman 
(14), Hecker(14), Duval(7), Hubert(16), Klow 
(21), Sullivan(41), Wittkower(48a and b) discuss 
various aspects of this problem. 

The importance of the patient’s own recital re- 
garding his overpowering fear of death, his conflict 
between his duty and his fear, the strong feelings 
of inadequacy and inferiority, his lack of prepara- 
tion for military life, his sense of deep and irre- 
vocable loss at leaving his home, mother and job, 
his dread of the unknown and the strange, his 
failure to make new friends or interest himself prac- 
tically in the army as a powerful national instru- 
ment important to everyone’s welfare, all contribute 
to his nostalgia, loneliness and hopelessness. He 
became socially disoriented, both in a narrow and 
in a broad sense, as well as being disoriented for 
time, place and person. Immature, dependent per- 
sons, not ready for the trials of adult life, whatever 
their age, are commonly the victims of acute panic. 
It seems feasible to hope for improved orientation 
if a man is not too loosely organized or immature, 
so that he may benefit sufficiently by special train- 
ing, especially if his vacillations are reinforced by 
strong suggestion from morale agencies both civilian 
and military, and by effective indoctrination from 
army personnel who have a gift for leadership. 
Without such social supports these patients are a 
serious detriment to morale and should be eliminated. 


DEFINITIONS 


Many types of panic have been defined 
without promoting clarity(5b). The most 
useful conception, it seems to me, is probably 
the Meyerian view that panic states are be- 
havior patterns which may occur to almost 
anyone ; that they are not strict clinical enti- 
ties but variable processes or action patterns 
which occur under widely different circum- 
stances. Diethelm defines panic “as a maxi- 
mal fear state which results from prolonged 
tension and insecurity. In a state of panic 
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the feeling of insecurity may reach a high 
] 


degree and leads to many projections and 


more serious personality disturbance. . 
(sb). 

Clinically panic may be regarded as an 
“experiment in nature” (A. Meyer), a mu- 
tual interaction between the integrity of the 
individual and the life-threatening proper- 
ties of the experimental field, motivated by 
fear and manifested by the more extreme 
grades of fearfulness and tension stimulat 
ing all body 


sively labile reactivity or those who accumu- 


systems. Persons with exces- 
late huge pent-up charges of emotion before 
release are potential victims. 

Rage is often the expression of panic even 
in well integrated people if they are threat- 
ened by forces they do not understand. 
While it may be life perserving in some 
cases, panic and rage usually only expose 
the soldier to greater danger of destruction. 
In states of rage, as well as those of stupor 
or excitement, one sees similar elements: 
(1) crisis or explosion usually following a 
prolonged tension state; (2) more or less 
complete disorganization of the individual 
characterized by changes in the usual be- 
havior pattern, resort to lower levels of 
efficiency, lack of coordinated goal activities, 
and profoundly altered functioning in the 
autonomic, motor and sensory nervous sys- 
tems. Cannon, Crile, Bard and their asso- 
ciates have familiarized us with these de- 
fenses for fight or flight(4). Less obvious 
but well established clinically and experi- 
mentally are the disorders of the special 
senses which are so altered by strong fear 
that we can understand why defective judg- 
ments are made, since the terror-stricken in- 
dividual receives insufficient or erroneous 
data from his immediate perceptual field and 
is unable to act competently. The failure of 
communication with others may make the 
individual unavailable and strong language 
or action may be necessary to re-orient him 
to his proper place the setting and thus 
prevent further disintegration(13). When 
panic-stricken men are hospitalized in the 
field, most authors with experience recom- 
mend immediate isolation as imperative for 
the maintenance of morale(7, 10, I1, 14, 15, 
21, 27, 29, 32, 30, 40, 42, 44, 45). 

Nosological problems at the level of dis- 
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tinguishing between dementia precox and 
“schizophreniform reactions,” are tempting, 
but probably artificial semantic creations 
which do not advance the dynamic under- 
standing of the case ; for, whatever the “real” 
differences may be for estimating prognosis 
or indications for treatment, these differ- 
ences are not clearly defined(1, 5a, 5b, 9, 
10, Iga, 19b, 35a, 35b, 41). The diagnosis 
depends upon understanding the relative ri- 
gidity or fragility of the patient’s personality 
organization in terms of his ability to with- 
stand threats to his well-being. The form of 
illness is a function of the growth of anxiety 
and tension with regression to more primi- 
tive forms of behavior which may simulate 
any of the well-known psychoses. 

The Rorschach experiment demonstrates 
some of the changes in the organization of 
an anxious individual in relation to percep- 
tual field(4a), and may be a help in differ- 
entiating the mild forms from the chronic 
forms(4b). P. Whitman reports high pre- 
dictability by use of a rating scale in 439 
patients(47), while Klow(21), Duval(7), 
and Bateman(21) discuss clinical aspects in 
diagnosis. 

An important corroboration from the ex- 
perimental field to the thesis that there are 
no specific schizophrenic symptoms, and that 
“reaction type” diagnosis is more useful than 
the diagnosis of strict entities, is the work 
of H. Kliiver on hallucinations(22). He 
describes “hallucinatory constants” of many 
phenomenologically and genetically different 
states, points out the variable and inadequate 
criteria and “conceptual tools of psychology” 
for the study of hallucinations, which, how- 
ever, “always appear as an element in a com- 
plex of other symptoms.” He cites Schroder, 
who doubts, therefore, “‘that there is such a 
thing as an “hallucination,” i.e., something 
which, as an elementary symptom, can be 
detached from other symptoms and inde- 
pendently studied by comparing it, for in- 
stance, with “hallucinations” in other sense 
fields. He insists that only the whole com- 
plex of symptoms, in which hallucinations 
appear, can be profitably studied and de- 
scribes four such “complexes with hallucina- 
tory elements”: (a) deliria; (b) verbal hal- 
lucinosis ; (c) sensory deceptions associated 
with affective states (anxiety, delusions of 


reference) ; (d) hallucinosis phantastica (par- 
aphrenia). He questions the sensory basis 
of many so-called sensory deceptions(22). 
Kluver’s analytic “method of equivalence” 
strongly suggests that we need not equate 
the delusions and hallucinations of these 
acute confusional and panic states with the 
more chronic disorders to which we are more 
accustomed. To assume with Kempf(20) 
that the chronic forms are continuations of 
the acute may not be true, nor need we fol- 
low him in according homoerotic trends a 
prominent position as a cause of panic. 

W. C. Halstead has described interesting 
anxiety effects upon visual field perception 
under controlled conditions in various types 
of cases including the postoperative brain 
tumor group, thus expanding the range of 
the usual clinical concepts of sensory dis- 
tortion as mentioned by Schréder(13). 


SUSCEPTIBILITY TO PANIC 


Many laborious studies attempt to de- 
scribe the kind of person who is most likely 
to become a psychiatric casualty. Compari- 
son of the numerous “traits” which appar- 
ently characterize the mental patient with 
the control cases makes the hope for good 
selection by arithmetical compilation less 
sanguine since it is the “whole person” or the 
“total organization” that really matters. 
Available lists of traits found helpful in esti- 
mating a man’s personality have been com- 
piled at the School of Military Psychiatry, 
Lawson General Hospital, Atlanta, Georgia, 
and by Gillespie(11), Miller(33), and Bailey 
(31). It should be remembered that often 
“traits” are not unitary entities, nor are 
they equivalent in significance. Genetic stud- 
ies of the occurrence of mental disease are 
of little help in predicting an individual’s 
mental health, although the structure of the 
emotional relationships in the family are 
often very important. In a social rather 
than a formal type of examination the ex- 
perienced clinician can usually obtain a per- 
sonality picture more economically than by 
statistical methods. Physicians should be- 
come acquainted with a number of genuinely 
good soldiers who are surviving intensive 
field training and actual combat, and see that 
they also may be afflicted with many of the 
undesirable traits but are, nevertheless, su- 
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perbly confident, industrious, interested and 
optimistic. One quality which more than any 
other seems to be a positive asset may very 
well be summarized as “hardihood” or 
“toughness,” the ability to withstand emo- 
tional and physical hardships, the willing- 
ness to meet courageously unknown condi- 
tions involving personal hazards. 

Most of our patients who experience panic 
under non-combat conditions had a poor 
pre-induction social adjustment. Most of 
them were mentally deficient or “pscho- 
pathic,” that is, emotionally unstable or in- 
adequate. Emotional immaturity was a com- 
mon finding(5b). Tension depressions fre- 
quently had panic reactions, but panic as a 
manifestation of a chronic psychosis was 
much less common. (See Table I.) 


CONDITIONS PANIC 


No better means of emphasizing the con- 
ditions under which men develop panic exists 
than to cite the advice for the prevention of 
panic from such an authoritative source as 
the Infantry Journal(17). All techniques 
for prevention of panic in troops or civilian 
populations under attack depend upon strong 
group identification, confidence in the lead- 
ers, sound training in effective action, main- 
taining physical contact between friends, 
constant diffusion of information regarding 
the local situation which minimizes surprise, 
teaching poise by avoiding betrayal of in- 
ward feelings, avoiding physical incarcera- 
tion or marked limitation of movement which 
in some people arouses apprehension, avoid- 
ing unknown situations, supplying activity 
of a positive kind at all costs during inter- 
vals of enforced waiting, strong discourage- 
ment of the initiation and spread of rumors 
and imaginative guessing. Troops in action 
find roll calis helpful in order to emphasize 
each man’s integral part of a close-knit or- 
ganization to dispel loneliness. Concrete 
knowledge that only a few members of an 
organization are killed is reassuring to the 
survivors and helps build up feelings of in- 
vulnerability and immortality (8, 17, 37). 

Panic will be quite unlikely if the soldier, 
during long months of drill and_ tactical 
training, gradually accepts indoctrination of 
the necessity to kill or be killed. He must 
develop complete familiarity with all types 


of fighting techniques and battle conditions 
to which he may be exposed so that he will 
never feel at a loss in any situation. He must 
have complete confidence in his leaders even 
down to the corporals, together with feel- 
ings of genuine comradeship or brotherhood. 
His hostilities must be well canalized into 


hatred for the enemy and minor resentments 
kept in the sphere of harmless “griping” so 
that his hostility does not turn against him- 


self, his comrades or his superiors. Highly 
important is the necessity to learn to become 
a practical realist to whom only the con- 
crete details of the contemporary situation 
are of interest with a suspension of imagina- 
tive embellishments which can only weaken 
his grasp upon the present. He must be told 
in detail enough about the tactical situation 
o that he will not suffer from surprise, mis- 
givings, misinterpretations. His equipment 
should be adequate and his freedom to act in 
the manner to which he is best adapted sup- 
ported whenever practical. Unnecessary mo- 
notony, isolation and fatigue or exposure 
will be avoided by officers as plagues for 
they will try to plan a logistics of the emo- 
tions as well as of material. 

It will be noted that the practical injunc- 
tions given above all aid in one way or an- 
other the maintenance of “social orientation” 
which includes psychological orientation and 
personal autonomy. As long as a person 
feels personally secure through absolute con- 
fidence in the rightness of his activity he 
will not be distracted by the intermediate 
stimuli which render men an easy victim to 
panic. Where social and psychological or- 
ganization is maintained by confidence, knowl- 
edge and action, the disorganization result- 
ing in extreme fear will not occur. This 
is the meaning of thorough training and 
discipline. Unfortunately, a much higher 
level of personal and company organization 
is necessary in the present war, for much 
more complex operations are required of 
each man and each basic unit. Greater de- 
grees of freedom of action are necessary and 
troops must be proficient in the use of more 
types of weapons and techniques of opera- 
tion. The techniques of fighting in a thick 
jungle vary enormously from those of the 
great deserts or the Arctic regions. The 
more skilled operations and complex judg- 
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ments the soldier must make, the more effec- 
tive intelligence he must employ, the more 
training he needs in order to maintain the 
confidence and inner security necessary for 
personal autonomy and a well integrated per- 
sonality. We now need soldiers who can do 
much more than merely ‘‘shoot and salute.” 

It seems probable that in a number of 
cases there was insufficient motivation from 
external sources to keep the floundering 
patient from losing his social orientation. 
(9, 18). Mere passive acceptance of train- 
ing and the milder restrictions of war is not 
enough for the weaker members of either 
our army or civilian population in periods 
of acute distress. Everyone needs social and 
emotional support but only the more intelli- 
vent and mature can maintain sturdy faith in 
times of opposition. There must be present 
at all times a firm conviction and genuine 
energy to pursue our war aims until victory 
is achieved, no matter what the odds. This 
more delicate orientation, really known as 
morale, may well need the supportive tech- 
nics offered by the various religions or na- 
tionwide movements. 


TREATMENT 


From the current literature(8, II, 14, 15, 
16, 17, 19a, 28, 29, 32) and a review of case 
histories, it is apparent that better selection 
of men and improved technics in maintaining 
“morale” will be the best preventive treat- 
ment. This obligation is much more far- 
reaching than the medical department, but 
the latter must try to help furnish guidance 
to existing agencies. The gratifying knowl- 
edge that many acute psychoses are recover- 
able without apparent deterioration should 
encourage boldness in restoring these pa- 
tients to duty whenever practicable, for even 
civilian experience justifies such optimism 
(7, 21, 28, 36, 48). 

Those unfortunates who have acute panic 
reactions respond, in the great majority of 
cases, quickly and easily to an atmosphere of 
security and reassurance. All cases require 
individualization, and ingenuity must be em- 
ployed when only limited personnel and 
equipment are available; but by thoughtful 
isolation and segregation much can be ac- 
complished with little effort(5c). These im- 
mature, poorly endowed patients are sug- 
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gestible ; they adopt easily the emotional cli- 
mate of the ward, hence the nurses and ward 
men by creating an atmosphere of poise, 
reassurance and security can allay much fear. 
Generous natures who can indulge the patient 
to a limited extent in his need for attention 
and reassurance can work wonders. Puni- 
tive rigid personnel only augment the fear 
and regression. If possible, wardmen of the 
same cultural background should be utilized, 
especially with patients of foreign or rural 
origins. Recovered patients can be very 
helpful in encouraging activity and giving 
reassurance. 

Where fatigue is prominent, rest and nu- 
trition should be carefully encouraged, but 
not to the extent of making the patient an 
invalid. Much care is necessary to prevent 
a patient from regression to incapacitating 
dependence by means of his symptoms. 
Stuporous patients are not goaded about 
their problems; the attitude of expecting 
them to participate in the ward activities is 
usually sufficient motivation after they are 
sure they will not be hurt. After reasonable 
partial recovery, transfer to another ward 
where the attitude of expectance of return 
to duty is present is indicated, for the patient 
may again find himself and try again. Ex- 
tremely narcissistic or hysterical patients 
should be kept away from the groups whose 
recovery is expected since the former merely 
spread their own fear. Direct discussion of 
the fears is valuable in those patients who 
can bring themselves to talk about them but 
much tact is necessary to reassure them with- 
out banality or hypocrisy. Hostile patients 
require more time and attention especially if 
they are slyly provocative. Patients who 
dramatize themselves must learn to deal with 
their problems and not escape in fantasy. 
Group therapy utilizing music and dramatic 
arts (Van de Wall) is being applied with 
some success. The problems of leading the 
immature to greater maturity and responsi- 
bility are managed individually as the patient 
becomes available for discussion. Nostalgia, 
isolation, financial distress of family, sepa- 
ration from a highly valued relative were the 
most frequent topics discussed by patients. 
Officers resent “injustice” and loss of civilian 
prestige with bitterness(34), and are more 
difficult to reassure. 
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Excitements may occasionally require 
chemical sedation, paraldehyde (oral admin- 
istration) being the drug of choice(5c). 
We are studying the feasibility of intraven- 
ous paraldehyde for panic but have no defi- 
nite conclusions. The small but persistent 
mortality is a deterrent in spite of the 
drug’s obvious usefulness. Hydrotherapy has 
proved much more useful than drugs in 
this group. Prolonged “sleep treatments,” 
including variations of the Cloetta-Maier 
method, which had been very useful in civil- 
ian patients of all types, has been a disap- 
pointment in panics, for the anxiety was 
much better controlled by psychotherapy 
than by drugs. Apparently the drugged 
patient becomes much more frightened, re- 
quires much larger doses for effect, and gets 
less rest than he does with packs, aeration 
and reassurance. Curiously the content is 
much more limited in many of these pa- 
tients than in most psychotics hence “aera- 
tion” or “ventilation” is a less vital factor 
than in more sophisticated individuals. 

Ward activities, occupational therapy and 
hydrotherapy, organized games and sports, 
entertainments and shows are very useful 
after the period of acute tension has passed. 
Most patients are very grateful for activity 
when they are no longer acutely afraid. 
Their avid desire to cooperate and partici- 
pate led us to send some back for trial to 
duty since they seemed to have become fairly 
well integrated, and better prepared for 
withstanding future coliapse. Hubert(16) 
describing recovery from cases induced by 
the severe bombing in Holland, also com- 
ments on the strikingly good recovery from 
severe psychotic reactions including stupors, 
with “attainment of comparative health with- 
out any neurotic or psychotic residual 
symptoms.” 

The establishment of “Casual Detach- 
ments” on January 15, 1943, and their con- 
version into Enlisted Men’s Replacement 
Pools on April 15, for the maturation and 
acclimatization of individuals who can bene- 
fit by further indoctrination, seems to be an 
excellent step forward for salvaging men. 
It is probable that most of them should have 
limited duty status and not be permitted 
overseas duty in view of the hazards involved. 
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SUMMARY 


1. Panic states are defined and conditions 
favoring their occurrence presented. 

2. The acute course and good recovery 
are noted in an unexpectedly large number. 
The forms of these psychoses ape all known 
types, and defy rigid classification. The prac- 
tice of diagnosing them ‘“‘psychosis, unclassi- 
fied, as manifested by ....” as recom- 
mended by Colonel W. C. Porter of the 
School of Military Neuropsychiatry Lawson 
General Hospital, has been found useful. 


” 


3. Most of our patients with panic states 
had an obviously poor pre-induction social 
history. Estimation of the total personality 
has been found more valuable than the study 
of “traits” or family history. Most of our 
panic cases were recruited from the follow- 
ing groups: (1) the mentally deficient; (2) 
the emotionally immature ; (3) psychopathic 
personalities ; (4) tension depressions. 

4. Means of preventing panic are pre- 
sented in detail. The basic principle consists 
of helping the individual improve and main- 
tain his personality organization or integrity 
under better “orientation” or 
morale. 


stress by 


5. Treatment measures of acute panic 
states are presented, with the belief that 
select cases may be reclaimed for duty. 


BIBLIOGRAPHY 


1. Alexander, F. Our age of unreason. New 
York, 1942. 

2. Annual statistical review, 1940, State of IIli- 
nois, Dept. of Public Welfare. 

3. Bogardus, E. S. Democratic wartime morale. 
Sociology and Social Research, 27 : 136-140, 1942. 

4a. Brosin, H. W., and Fromm, E. O. Color 
blindness in the Rorschach experiment. Rorschach 
Research Exchange, Vol. 3, April, 1940. 

4b. Brosin, H. W., and Fromm, E. O. 
principles of Gestalt psychology in the Rorschach 
experiment. Rorschach Research Exchange, Vol. 4: 
1-15, April, 1941. 

5a. Diethelm, O. Non-organization and disor- 
ganization of personality during psychoses. Arch. 
Neurol. and Psychiat., 29: 1289-1304, June, 1933. 

5b. Diethelm, O. 
reactions. Am. J. 
1934- 

sc. Diethelm, O. Treatment in psychiatry, pp. 
169, 191, 251, New York 1936, Macmillan Co. 

6. Dunn, William H. Emotional factors in neuro- 
circulatory asthenia. Psychosomatic Medicine, 4: 
333-354, 1942. 


Some 


Nosological position of panic 
Psychiat., 13: 1295-1316, May, 


cOoxX ii 
praco 
Nover 
8. 
Hygie 
9. I 
Interr 
New 
10. 
Wien, 
on cit 
& Co. 
12. 
tice ; 
July, 
13. 
Chica 
be pul 
14. 


active 
17. 
Janua 
18. 
anxie 
psych 
Go., 3 
19a 
Medi 
somat 
1041. 
19b 
Colur 
20. 
21. 
Med. 
22. 
Studi 
| 
23. 
moral 
1916. 


20. 
Unive 
27. 
treatr 


|| 1943 

Am. | 

15. 

Knop 

16. 

24. 

25. 

diers, 

25, I 


July 


ions 


very 
iber. 
own 
aSSi- 
‘om- 
the 
vson 
l. 
tates 
ocial 
ality 
tudy 
our 
(2) 


athic 


pre- 
sists 
Nain- 
grity 

or 


Janic 
that 


New 
Iili- 


orale. 
942. 

Color 
chach 


Some 
chach 
4: 


disor- 
Arch. 

133. 
panic 
May, 


y, PP. 
0. 

neuro- 
ie, 


1943 | 


7. Duval, A. M., Hoffman, J. L. Dementia prie- 
cox in military life as compared with dementia 
precox in civil life. War Medicine, 1: 854-862, 
November, 1041. 

8. Federn, P. Mental hygiene of soldiers. Mental 
Hygiene, 26: 554-550, 1942. 

9. Ferenczi, S., Abraham, K., Simmel, E., Jones, 
E., Freud, S. Psychoanalysis and war neuroses. 
International Psychoanalytic Press, London and 
New York, 10921. 

10. Freud, S. 
Wien, 1926. 

11. Gillespie, R. D. Psychological effects of war 
on citizen and soldier. New York, W. W. Norton 
& Co. 

12. Goldstein, R. Problems in emergency 
tice; mental casualties. Conn. M.S., 6:5 
July, 1942. 

13. Halstead, W. C. Paper read before the 
Chicago Neurological Society, October, 1942. To 
be published. 

14. Hecker, A. O., Plesset, M. R., and Grona, 
P. C. Psychiatric problems during training period. 
Am. J. Psychiat., 99 : 33-41, July, 1942. 

15. Hershey, John. Into the valley. New York, 
Knopf, 1043. 

16. Hubert, W. H. DeB. Acute nervous illness in 
active warfare. Lancet, 1: 306, March 8, 1941. 

17. Infantry Journal, Jan. 1943. Life Magazine, 
January 25, 1943. 

18. Jones, Ernest. The pathology of morbid 
anxiety and psychopathology of anxiety. Papers on 
psychoanalysis, 1938, 4th Edition, Wm. Wood & 
Co., Baltimore. 

19a. Kardiner, A. The neuroses of war. War 
Medicine, 1: 214-226, March, Also Psycho- 
somatic medicine and Paul Hoeber, New York, 
1041. 

19ob. Kardiner, A. Individual and this society. 
Columbia University Press, New York, 1939. 

20. Kempf, E. J. 


Hemmung, Symptom und Angst. 


prac 
22-527, 


Psychopathology, 1921. 

21. Klow, S. D. Acute psychoses in selectees, Ill. 
Med. J., 83 : 125-128, February, 1943. 

22. Kliiver, H. Mechanisms of Hallucinations in 
Studies in Personality, 1942, McGraw-Hill Book 
Co., New York. 

23. Knox, D. W. Some underlying principles of 
morale. U. S. Naval Institution Proceedings, 42, 
1916. 

24. Lewis, A. 
1941 (Anxiety). 

25. Lewis, A., and Slater, E. 
diers, follow-up study. 
25, 1942. 

26. MacCurdy, J. T. 
University Press, 1918. 

27. McClay, W. S., and Whitby, J. 
treatment of civilian neurotic casualties. 
2: 449-451, Oct. 17, 1942. 


Proc. Royal Soc. Med., March 25, 


Neurosis in sol- 
Lancet, 1: 496-498, April 


War neuroses. Cambridge 


In-patient 
Brit. Med. 


HENRY W. BROSIN 


28. McClay, W. S., and Guttman, E. The war as 
an etiological factor in psychiatric conditions. Brit. 
Med. J., 2: 381-383, Sept. 21, 1940. 

29. Martin, A. R. Prevention of panic. Mental 
Hygiene, 26: 546-553, 1942. 

30. Maskin, Meyer. Psychodynamic aspects of 
the war neuroses. Psychiatry, 4: 97-115, February, 
1941. 

31. Medical department of the U. S. army in the 
world war, Vol. X, Neuropsychiatry. Washington, 
D. C. U. S. Govt. Printing Office, 1929 (Treat- 
ment, 313). 

32. Memorandum to the medical profession, Neu- 
rosis in war time. Brit. Med. J., 2: 1199-1201, 1939. 

33. Miller, E. (Ed.). The neuroses in war. Mac- 
millan Co., New York, 1940. 

34. Mira, Emilio. Psychiatric experience in the 
Spanish war. Brit. Med. J., 1: 1217-1220, 1939. 

35a. Muncie, W. Psychobiology and psychiatry. 
C. V. Mosby Co., St. Louis, 1939. 

35b. Muncie, W. Psychopathology of convulsive 
states. J. Nerv. and Mental Dis., 96: Aug., 1942. 

36. Pegge, G. Psychiatric casualties in London. 
Brit. Med. J., 2: 553-555, Oct. 26, 1940. 

37. Rado, Sandor. Pathodynamics and treatment 
of traumatic war neuroses. Psychosomatic Medi- 
cine, 4: 362-368, 1942. 

38. Rickman, John. Panic and air-raid precau- 
tions. Lancet, 1: 1291-1295, 1938. 

39. Rosenberg, S. J., and Lambert, R. H. Analy- 
sis of certain factors in histories of two hundred 
soldiers discharged from the army for neuropsychi- 
atric disabilities. Am. J. Psychiat., 99: 164-167, 
1942. 

40. Ross, T. A. Lectures on war neuroses. Lon- 
don, E. Arnold, 1941. 

41. Sullivan, H. S. Conceptions of modern psy- 
chiatry. Psychiatry, 3: 1-117, 1940. 

42. Thoms, Herbert (Ed.). Essentials of emer- 
gency treatment. Conn. State Med. J., New Haven, 
1942. 

43. Tredgold, R. F. Invalidism from the army 
due to mental disabilities. J. Ment. Sc., 88: 444-448, 
July, 1942. 

44. Warson, S. R. Management of acute excite- 
ments. Mil. Surgeon, 91: 58-61, July, 1942. 

45. Wernicke, C. Ueber Angstpsychosen. All. Zt. 
f. Psychiat., Vol. 51, 1895. (Cited by O. Diethlem, 
1934). 

46. White, R. C. Problems of mental hospitals in 
war time. Ill. Soc. Ment. Hygiene, Mental Health 
Bull., 20: 3, March, 1942. 

47. Whitman, P. Paper read before Illinois Psy- 
chiatric Society, Jan., 1941. 

48. Wittkower, E., and Spillane, J. Neuroses in 
war. Brit. M. J., 1:223-225, 1940; 265-268; 308-310. 
Aiso Wittkower, E., Roger, T. F., and Wilson, 
A. T. M. Lancet, 1: 513, April 26, 1941. 

49. Wright, M. B. War and civilian population. 
Lancet, 1: 189-192, June 28, 1939. 


MENTAL HYGIENE FOR THE TRAINEE 


A MerTHop For FortiFyING THE ARMyY’s MANPOWER’ 


MAJOR R. ROBERT COHEN, M. C., l 


Much has been written about the overt 
psychoneurotic relative to his entrance into 
the army. It has been agreed universally 
that the frankly maladjusted individual 
should be rejected; and that if he is malad- 
justed to his familiar civilian environment, 
he will certainly be much more maladjusted 
in the necessarily restricted and unfamiliar 
environment of army life. However, it has 
apparently not been sufficiently stressed that 
even the so-called normal is a potential mal- 
adjustment problem when he enters the army. 
The transition from civilian life has been 
so abrupt that his adjustment-threshold un- 
dergoes great strain. Bewildered and sur- 
rounded by new customs and regulations, the 
civilian-soldier has conflicting preformed 
traits and prejudices. Therefore he should 
be accorded an explanatory, fraternal, con- 
fidential guidance on a level with his men- 
tality, lest, not understanding, he may come 
to hate and resent his training. Next, he 
may become an unhappy candidate for a 
frank psychoneurosis, for when his own 
powers of adjustment fail, neuroses will 
result in the form of earlier personality 
types and patterns of behavior. 

Certainly the citizen-soldier of today 
should adjust well and rapidly. “As well 
educated as the regular soldier, he has an 
equal endowment of patriotism, of under- 
standing of the cause for which he serves, 
of devotion to duty and country. He is 
inferior to the regular soldier only in mili- 
tary knowledge, and this he seeks to remedy 
with an eagerness that needs no driving. Fur- 
thermore, the young American, though not 
drilled, is disciplined. He has gone to school 
and arrived promptly at 9 a. m. for 5 days a 
week, 9 months a year, for 8, 12 or 16 years. 
He has done study assignments at home 
without preceptors over his shoulder. He 
has learned leadership and cooperation in 
group games. He has driven a car and knows 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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the discipline imposed by traffic. In short, 
he comes to the army with the elements of 
just the right kind of discipline the army 
needs: he submits to necessary authority 
but maintains independent action within 
limits; he obeys willingly and intelligently 
when he knows the need for obedience’ (1). 

Why then do so many situational malad- 
justment problems occur in these so-called 
normals ? take for 
granted that complete control of the indi- 
vidual will be gained with requisite training 
time; perhaps because we teach discipline 
per se without stressing that it is only a part 
of a deeper, more important quality, morale. 
With a hastily trained civilian army there 
is no time, as in peacetime, to modify char- 
acter to the pattern we desire. Ruthless at- 
tempts only arouse fear, resistance and hate. 
All the new soldier’s eagerness and anxiety 
to learn can be turned into cynicism and 
distrust if he is subjected initially to training, 
without explanation, that appears to him to 
have no other object than to harass him with 
petty restraints. 


Perhaps because we 


We must then take active steps to maintain 
and nurture morale. Intangible but, like 
electricity, powerful, “morale is to the mind 
what conditioning is to the athlete’s body. 
Good morale is good conditioning of the in- 
ner man. It is the state of will in which you 
can get most from the machinery, deliver 
blows with the greatest effect, take blows 
with the least depression, and hold out for 
the longest time. It is both fighting power 
and staying power, and strength to resist 
the mental infiltration which fear, discour- 
agement and fatigue bring with them. It is 
the perpetual ability to come back” (Hock- 
ing). The primary effort of morale is to 
secure contentment and wellbeing of the sol- 
dier; it does not mean to pamper him but 
only to give legitimate personal attention 
necessary to increase military efficiency(2). 
Thus, in order to secure this factor, the 
civilian soldier, in addition to being brought 
under military law, must be stimulated psy- 
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chologically ; he must be given confidential 
explanatory advice; he must be told about 
himself in relation to the army with the 
Whys and Wherefores of adjustment to mili- 
tary training completely and clearly outlined. 

In order to try out an active prophylactic 
mental hygiene discipline the following 
memorandum was sent on August 15, 1942 
to Brigadier-General B. W. Simpson, then 
commanding Ordnance Replacement Train- 
ing Center, Aberdeen Proving Ground, 
Maryland : 


As a result of nine months’ observation of the 
neuropsychiatric cases at the Station Hospital, 
Aberdeen Proving Ground, Maryland, I believe that 
a short mental conditioning of every new civilian- 
soldier would be of far-reaching benefit both to the 
army and to the individual soldier-to-be. It has 
been noted that the most prevalent types of cases 
have followed very closely those seen in World 
War I. As detailed in “The Neuroses in War” by 
Emanuel Miller, these were anxiety neuroses and 
hysterias(3) ; and of the cases seen here, 52 per cent 
were of the same type. This number naturally in- 
cludes only the more severe cases since the great 
majority are not sent for neuropsychiatric consulta- 
tion, but are seen in other departments and disposed 
of under various psychosomatic diagnoses as malin- 
gering, nervousness, effort syndrome, gastric neu- 
roses, and so on. These cases when grouped to- 
gether represent a tremendous loss of man-hours 
and man-days from training, and put a great burden 
on the medical department. 

In reviewing the processing of a new civilian- 
soldier at the reception centers, as well as in speak- 
ing with new soldier-patients recently received from 
these centers, it was learned that there was no 
psychologic preparation for the abrupt change from 
civilian to army life. The new civilian-soldier un- 
consciously resents being deprived of his civilian 
liberties and privileges, of his close association with 
family and friends, of his job or profession. Grouped 
with men of varying economic and _ intellectual 
levels, he is thrust into military regulations foreign 
to his civilian education. Consequently, without 
guidance he develops the mistaken conception that 
the army is a cold impersonal master which has no 
interest in him or his individual problem. The 
opinion thus formulated in his mind lays the founda- 
tion for maladjustment. Anxiety, with its fears and 
conflicts, is thereby engendered. 

Every conceivable kind of psychosomatic symp- 
tom follows unguided attempts to attain freedom 
from these fears and conflicts. The maladjusted 
soldier becomes the subject for physiologic reaction 
to worry. His autonomic and endocrine systems run 
riot with the resultant development of all sorts of 
disturbances of circulation, digestion and respiration. 
Every new undertaking from then on is met with 
lack of confidence and fear; and every new situ- 
ation brings closer a true anxiety state or hysteria. 
Possibly this soldier, if given sufficient time at a 
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training center, would make a belated adjustment 
after much time lost by needless hospitalizations and 
additional training. With the speeding-up of the 
war program, however, enough time for complete 
unaided adaptation is not had, and a great many 
partially-adjusted men are shipped to combat areas 
where they may break down. 

Therefore, it appears that prophylactic measures 
concerning the mental hygiene of the new civilian- 
soldier should be given during his earliest contact 
with the army. By means of a definite program, a 
plan for preventive-psychiatry has been worked 
out. It is a mass prophylactic technique to create 
rapid normal military adjustment through a series 
of lectures. By this means, every man could be 
made to comprehend that the army is an under- 
standing force which recognizes his problems and is 
eager for his adjustment; that the army knows his 
immediate problems and the adjustments that will 
be required of him in the future. It will be pointed 
out to him that individual sacrifice is essential to 
the attainment of our national end; that regimenta- 
tion is necessary for discipline and teamwork. By 
bringing out into the open the smoldering factors 
which he might secretly resent; by familiarizing 
him with the normal and abnormal manners of 
adjustment; by warning him that worry and fear 
may result from anxiety concerning the unknown; 
and by explaining to him how the body produces 
somatic symptoms in response to his psychic state, 
he will be better prepared for his new situations. 


Permission was granted to use two com- 
panies of new trainees. Company A, 4th 
Ordnance Training Battalion, was designated 
the experimental group to be given the talks, 
and Company D was the control group. 
Both companies were chosen at random; 
both filled at the same time and contained 
approximately 235 men; the ages of men in 
both ranged from 18 to 45 years; the occupa- 
tional, educational and social backgrounds 
were equally varied; and the AG classifica- 
tion tests ranged in both about equally from 
Class I to V. 

The method of study consisted of three 
steps. An explanatory talk concerning the 
method was first given to the non-commis- 
sioned cadres and company officers of the 
experimental company, since it was felt that 
their receptivity to and interest in the plan 
were of paramount importance to its success- 
ful application. Second, mental hygiene talks 
were given consecutively on the first four 
days of their basic training period, beginning 
August 26, 1942, to all men of the experi- 
mental company. Each talk lasted approxi- 
mately 15 minutes and dealt with the factors 
in adjustment to the army. The subjects cov- 
ered were: (1) natural civilian resentments 
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to Army life; (2) regimentation; (3) fear; Sunday sick call.” Wondering about this} the | 
and (4) a résumé of all adjustment factors. difference, he made inquiry and found that} Ord: 
All talks followed the general outline of what ‘Company A men didn’t want to miss train-| find 
each factor consisted of, why it was present, ing during the week, so they saved up their} varie 
normal and abnormal reactions to it, and spe- complaints for attention on their free time} with 
cific advice on what to do about securing the Sunday; while Company D men, not particu-| sure 
normal and preventing the abnormal reac- larly caring, would rather sleep late on Sun-} fron 
tions. Third, in addition one conference each days and come in during the week for their} Trai 
week was held during the basic training  sick-call complaints.” It was noted too, that} curr 
period to discuss individual trainee problems. Company A made the highest grade, 4.05,} Cent 
Beginning the first day on which these attained by any company in military training} Trai 
companies filled and on which the mental covering their basic course; while Company A 
hygiene series began, a record was kept of D averaged a lower score of 3.88. subn 
all sick calls and hospitalizations until both Thus, by adding 531 man-hours to the] ing : 
companies completed their basic training on training time of a single company, the method I. 
Cen 

ORDNANCE REPLACEMENT TRAINING CENTER DATA pany 

(Original Experiment) men 

AGE DIstTRIBUTION whil 

pany 

EXPERIMENTAL GROUP CONTROL GROUP 

(Company “A,” 4th Battalion) (Company “D,” 4th Battalion) wert 

Age groups No. men Per cent total No. men Per cent total tern 
153 64.55 160 69.87 Con 

2 17.73 16 7.00 expr 

237 100.00 229 100.00 Reg 

com 

ArMyY GENERAL CLASSIFICATION TEST DrsTRIBUTI grou 

29 12.2 28 12.2 2. 

ot 38 4 47.2 cons 

—- — star 

237 100.00 22¢ 100.00 cont 

men 

October 3, 1942. From these records were appeared to be of practical value. However,] and 
then compiled the following relevant sta- it measured only a small group; it measured] The 
tistics : only the time lost from training by the overt | diff. 
psychosomatics who applied for medical aid; (ex 
Company A—8. Company D—23. with the exception of better grades in train-] at ( 

(b) Hospital days for psychosomatic symptoms: ing and a chance observation by the infirmary | incl 
Company A—4. Company D—47. officer that more men from the experimental | mer 
Thus, allowing an average of one hour per ‘O!"PaNy came in for sick call on free time _— 
sick call and an average training day of 12°” Sundays, it did not measure graphically | Tra 
hours in Company A, the experimental com- the morale in the large subclinical group who] plac 
pany, there was a loss of 56 man-hours or did not apply for medical aid. Therefore, } cen 
4.6 man-days from training. In Company D, with these shortcomings in mind and to fur-] cen: 
the control, un-talked-to company, there was_ ther test out the method on a larger group, | per: 
a total loss from training of 587 man-hours it was recommended, in conference with the} gro 
or 48.9 man-days. It was noted by the in- Neuropsychiatric Branch, Surgeon General’s | of t 
firmary medical officer attending these com- Office on November 6, 1942, that the same| fro 
panies that “there were always more Com- method be utilized in the same manner on| con 
pany A men than Company D men on 2000 additional new trainees. To rule out] poi 
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the possibility of partiality to the plan at 
Ordnance Replacement Training Center, to 
find out how the plan would work with more 
variables considered, to use it in a group 
with a different intellectual level (as mea- 
sured by Army General Classification Test) 
from that in the Ordnance Replacement 
Training Center, it was further applied con- 
currently at Ordnance Replacement Training 
Center and Quartermaster Replacement 
Training Center, Camp Lee, Virginia. 

A report of this second experiment was 
submitted January 21, 1943 with the follow- 
ing results: 

1. At Ordnance Replacement Training 
Center, Company C, 1st Battalion, and Com- 
pany B, 7th Battalion, comprising 533 new 
men, were chosen as the experimental group ; 
while Company D, 1st Battalion, and Com- 
pany A, 7th Battalion, totaling 492 new men, 
were designated the control group. At Quar- 
termaster Replacement Training Center, 
Company E, 8th Regiment, and Company A, 
“th Regiment, totaling 537 men, were the 
experimental group; while Company F, 8th 
Regiment, and Company I, 12th Regiment, 
comprising 523 men, made up the control 
group. 

2. All possible comparative factors were 
considered. All companies were chosen at 
random, the only condition required being 
that the experimental and control groups 
start training at the same time. All groups 
contained approximately the same number of 
men: 500. The occupational, educational 
and social backgrounds were equally varied. 
The ages in all groups showed very little 
difference and ranged from 18 to 45 years 
(except for a single 52-year-old trainee 
at Camp Lee, Virginia). Minor variations 
included 3 per cent more 40-to-45-year-old 
men in the experimental group than in the 
control group at the Ordnance Replacement 
Training Center. At the Quartermaster Re- 
placement Training Center there were 5 per 
cent more 18-to-20-year-old men and 5 per 
cent less 40-to-45-year-old men in the ex- 
perimental than in the control group. All 
groups were predominantly urban dwellers ; 
of the total of 2085 men, 66.68 per cent came 
from cities and 33.92 per cent lived in rural 
communities. From an intelligence stand- 
point, based on the Army General Classifica- 


tion Test, the Ordnance Replacement Train- 
ing Center and Quartermaster Replacement 
Training Center groups within themselves 
were practically the same, but when com- 
pared to each other showed a marked dif- 
ference. The Ordnance Replacement Train- 
ing Center groups were composed mainly of 
Class II men, while the Quartermaster Re- 
placement Training Center groups were pre- 
dominantly Class IV men. Within the Ord- 
nance Replacement Training Center groups 
there was a 3 per cent greater number of 
Class IV and V men in the experimental 
than in the control group. At Quartermaster 
Replacement Training Center the experi- 
mental group showed 1 per cent less Class 
I and 1 per cent less Class V men than the 
control group. 

3. Method of study consisted of exactly 
the same three steps as in the original experi- 
ment. 

4. Statistical analysis: 

A. A daily record of all sick calls and 
hospitalizations was kept during the basic 
training periods of both the experimental 
and control groups: at Aberdeen Proving 
Ground from November 16 to December 12, 
1942, and at Camp Lee from December 7, 
1942 to January 2, 1943. From these rec- 
ords were compiled the following relevant 
statistics : 


(1) Ordnance Replacement Training Cen- 
ter groups: 


(a) Sick calls for psychosomatic complaints : 
Experimental group—5. Control group—38. 

(b) Hospital days for psychosomatic complaints : 
Experimental group—o. Control group—18. 


Allowing an average of 1 hour per sick call 
and an average training day of 12 hours, it 
was seen that there was a loss from training 
because of psychosomatic complaints in the 
experimental group of 5 man-hours or 0.4 
man-days ; and in the control group of 244 
man-hours or 20.3 man-days. 

(2) Quartermaster Replacement Training 
Center groups: 


(a) Sick calls for psychosomatic complaints : 
Experimental group—6. Control group—28. 

(b) Hospital days for psychosomatic complaints : 
Experimental group—o. Control group—17. 


Thus in the experimental group loss from 
training because of psychosomatic complaints 
was 6 man-hours or 0.5 man-days; and in the 
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control group, 232 man-hours or 19.2 man- 
days. 

B. Despite the difference in intelligence 
levels between the Ordnance Replacement 
Training Center and Quartermaster Replace- 
ment Training Center groups, the time loss 
was practically identical. 
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tions mask, and make of secondary impor- 
tance, these psychosomatic ills. In the just- 
completed winter experiment on any com- 
parable number of companies there was an 
man-hours for the experi- 
mental against 125 man-hours for the con- 
trol group ; while in the summer experiment, 


average loss of 3 


ORDNANCE REPLACEMENT TRAINING CENTER DATA 


(Second Experiment ) 


AGE DISTRIBUTION 


EXPERIMENTAL GROUP 
(Co. “C,” rst Bn., and 


CONTROL GROUP 
(Co. “D,” 1st Bn., and 


Co. “B,” 7th Bn.) Co. “A,” 7th Bn.) 
Age groups No. men Per cent tota No. men Per cent total 
246 46.29 204 41.38 
533 100.00 492 100.00 
ARMY GENERAL CLASSIFICATION TEST DISTRIBUTION 
234 43.87 231 47.08 
137 25.44 143 28.90 
78 14.66 63 12.80 
8 1.51 3 0.63 
533 100.00 492 100.00 
City-RuraAL DIstrIBUTION 
EXPERIMENTAL GROUP 
Total No. men No. city Per cent total No. rural Per cent total 
533 307 57.62 226 42.38 
CONTROL GROUP 
492 328 66.66 164 33.34 


CALL AND HospPITAL DATA 


EXPERI MENTAL GROUP 


Total Sunday 
Total sick calls sick calls 
(all causes) (all causes) 


774 46 


Psychosomatic 
sick calls 


CONTROL GROUP 


927 28 


C. Certain uncontrollable variants appear- 
ing in the measurement of the above clinical 
psychosomatic cases warrant consideration. 

(1) Prevalent seasonal illness may make 
a relative difference in the number of psy- 
chosomatic cases appearing for relief. There 
seemed to be an increase in the summer and a 
decrease in the winter. This may be due to 
the probability that upper respiratory infec- 


38 


Psychosomatic 
hospital days 


18 


there was a psychosomatic time loss of 56 
man-hours for the experimental against 587 
man-hours for the control group. However, 
since this variable was operative in both the 
experimental and control groups, the relative 
ratio was unaffected. 

(2) Epidemics and contagious diseases 
tend to upset the normal sick call rate. How- 
ever, they were found to have no apparent 
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effect upon the psychosomatic rate. For ex- 
ample, during the present period check 2 
experimental companies had such outbreaks. 
In Company A, 7th Battalion, Ordnance Re- 
placement Training Center, a siege of food 
poisoning lasted from December 8 to Decem- 
ber 12, 1942; and at Company E, 8th Regi- 


later experiment. Thus during the first 
experiment 5 cases from 2 companies were 
hospitalized for psychosomatic complaints 
and the average hospital stay was Io days. 
In the later experiment, there were only 5 
hospital admissions from 8 companies with 
an average stay of only 7 days. 


QUARTERMASTER REPLACEMENT TRAINING CENTER DATA 


AGE DISTRIBUTION 


EXPERIMENTAL GROUP 
(Co. “E,” 8th Regt. and 
Co. “A,” 7th Regt.) 


CONTROL GROUP 
(Co. “F,” 8th Regt. and 
Co. “I,” 12th Regt.) 


Age groups No. men Per cent total No. men Per cent total 
eee 160 29.80 126 24.35 
33 6.14 59 11.44 

537 100.00 523 100.00 
ARMY GENERAL CLASSIFICATION TEsT DISTRIRUTION 
9 1.67 13 2.49 
88 16.38 87 16.56 
248 46.18 238 45.68 
Wiciwiivnenscettaee 13 2.42 18 3.52 
537 100.00 523 100.00 


City-RuRAL DIstTRIBUTION 


EXPERIMENTAL GROUP 


Total No. men No. city Per cent total No. rural Per cent total 
537 391 72.86 146 27.14 
CONTROL GROUP 
523 353 67.19 170 32.81 
Sick CALL AND HospitTat DATA 
EXPERIMENTAL GROUP 

Total Sunday 
Total sick calls sick calls Psychosomatic Psychosomatic 
(all causes) (all causes) sick calls hospital days 
923 63 6 0 
CONTROL GROUP 
gol 60 28 17 


ment, Quartermaster Replacement Training 
Center, a case of meningitis appeared on 
December 14, 1942, and necessitated a work- 
ing quarantine. Analysis of sick calls during 
these periods showed no change in the overt 
psychosomatic rate. 

(3) Was psychosomatic time loss affected 
by “psychosomatic awareness” on the part of 
medical officers? There were fewer patients 
hospitalized and for a shorter time in the 


(4) Will improvement in technique affect 
the number of overt psychosomatics appear- 
ing in the conditioned groups? This prob- 
ably may be anticipated. For example, prob- 
ably because of the experience gained from 
the first presentation, there were fewer men 
in the experimental groups during the sec- 
ond presentation who applied for aid because 
of psychosomatic complaints. In one condi- 
tioned company during the original presen- 
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tation, 6 men appeared with clinical psycho- 
somatic symptoms and caused a total loss of 
56 hours from training. During the sec- 
ond presentation just concluded, in 4 com- 
panies conditioned by the talks, only 10 men 
appeared, with a total loss of 11 hours. 

(5) It was seen, therefore, that regard- 
less of age and intelligence, previous educa- 
tion, social status, and despite all influencing 
variables, there was a constant unmistakable 
difference in the time lost by clinical psy- 
chosomatic cases which favored the experi- 
mental over the control groups. However, it 
must be pointed out that all these figures and 
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(2) Total sick calls for all causes were 
compared because it was felt that a better 
morale group would not wish to waste train- 
ing time for frequent inconsequential and 
minor complaints, and therefore would show 
fewer men reporting to sick call. This was 
borne out: experimental groups totaled 2037 
sick calls for all causes, against 2325 for the 
control groups. 

(3) AWOL’s were tabulated, since a bet- 
ter group should have fewer. This was borne 
out: in the experimental groups there were 
five AWOL’s with an aggregate time loss of 
3 days; in the control groups there were 12 


RELEVANT DATA 


Tot 


un 


(all causes) sickcalls N 


psychosomatic complaints 


Hospital Time loss, 


lay 
\ 


men Sick calls Yo. met days 


SUMMER (First) EXPERIMENT 


43 
20 


6 8 I 4 56 


47 597 


WINTER (SECOND) EXPERIMENT 


Total 
: Total sick calls S 
Company No. men 
237 340 
280 377 
253 307 
251 469 
241 458 
267 407 
246 461 


comparisons are a measure of the difference 
in only the smaller clinical psychosomatic 
group who apply for medical aid. 

D. This method, furthermore, also un- 
mistakably and favorably affected morale in 
the large subclinical group of men who did 
not report on sick call and who were not 
hospitalized for psychosomatic complaints. 
Several criteria have been used to show the 
favorable influence on morale in this large 
subclinical group: 

(1) Sunday sick calls were compared 
because it was felt that if a group had better 
morale it would save its sick calls for free 
time on Sunday rather than waste training 
time during week days. This was demon- 
strated: experimental groups totaled 153 
Sunday sick calls against 107 for the control 
groups. 


26 


0 0 0 
4 5 Oo 0 5 
I5 19 3 18 235 
II 15 I 4 63 
3 3 3 
3 3 0 0 3 
10 13 I 13 169 


AWOL’s with an aggregate time loss of 58 
days. 

(4) A company with better morale should 
do better in its training and thus show bet- 
ter grades in tests on that training. This also 
was borne out in all companies that were 
comparable. (Only 2 out of Io companies 
were not compared: Company I, 12th Regi- 
ment, and Company A, 7th Regiment, Quar- 
termaster Replacement Training Center, be- 
cause of too many differences in subjects 
tested, in manner of testing, in schedule 
variations and in varying policies of train- 
ing due to different brigade, regimental and 
battalion commanders). At Aberdeen Prov- 
ing Ground, where performance is marked 
on a basis of 5 for superior, 4 for excellent, 
3 for very satisfactory, 2 for satisfactory and 
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AWOL DATA 


EXPERIMENTAL COMPANIES 


Name of soldier 


Company Dates Time lost 
A-4 ORTC 9/22/42 4 hours 
ORTC 12/5/42 134 hours 
B-7 ORTC 12/6/42 4 hours 
B-7 ORTC 12/6/42 4 hours 
C-r ORTC None None 
A-7 QRTC None None 
E-8 QRTC None None 

ConTROL CoMPANIES 

D-4 ORTC 0/14/42 4 hours 
D-4 ORTC 9/28/42 24 hours 
ORTC 12/7/42 5 hours 
D-1 ORTC 12/4/42 2 hours 
D-1 ORTC 12/14/42 10 hours 
F-8 QRTC 12/6/42 13 days 
F-8 QRTC 12/20/42 13 days 
F-8 QRTC 1/4/43 2 days 
"a I-12 OQRTC 1/3/43 8 days 


* While this man officially was a member of Company E, 8th Regiment, his AWOL period 
began before the conditioning talks which he thus did not get. Therefore, he was counted in 
the corresponding control Company F, 8th Regiment. 


1 for unsatisfactory, companies compared 
showed the following : 


Experimental Company Grade 
Company A, 4th Battalion.......... 4.05 
Company C, Ist Battalion.......... 3.82 
Company B, 7th Battalion.......... 3.63 


At Camp Lee, where performance is usually 
not graded but where an empirical basis was 
allowed of go-100 for excellent, 85-90 for 
very satisfactory, 75-85 for satisfactory and 
below 75 for unsatisfactory, two comparable 
companies showed : 


Experimental Company 


Company E, 8th Regiment......... 


Thus is was seen that all experimentally con- 
ditioned companies showed better averages 
than the control companies with which they 
were compared. 

(5) Perhaps the most informative index 
of all morale measures, however, was the 
one which showed the general feeling or 
attitude toward military adjustment which 
pervaded the entire experimental group as 
conditioned by the mental hygiene plan of 
talks. This index of morale measured the 
feeling of the subclinical as well as the clini- 
cal psychosomatic cases ; the potential as well 


as the clinical psychoneurotics ; and men with 
good morale as well as those with poor 


Control Company Grade 
Company D, 4th Battalion.......... 3.88 
Company D, 1st Battalion.......... 3.31 
Company A, 7th Battalion.......... 3.60 


morale. This was done by means of 3 ques- 
tions presented to all men of all experimental 
groups. They were given after the talks had 
been concluded. To obviate any coercive 
influence, men were told they could turn 
in their answers or not; they could sign their 


Control Company 
Company F, 8th Regiment......... 


names or not, just as they pleased. The ques- 
tions presented were: 

1. What did you think of the talks and have you 
any suggestions? 

2. Have they been of any personal benefit to you, 
or have you noticed any benefit to anyone around 
you? 

3. Do you think they should be given at the 
reception center, training center or both? 


Of 1070 possible responses, 992 or 92.7 per 
cent were received. Of these 992 responses, 
963 or 97 per cent stated they had derived 
benefit and approved the talks; 29 or 3 per 
cent stated non-benefit and disapproval. 
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7O MENTAL HYGIENE FOR THE TRAINEE 


Some of the representative reasons given are 
quoted. 


QUOTATIONS FROM RESPONSES OF 
CONDITIONED MEN TO 
QUESTIONS 


“What did you think of the talks?” 


1. They opened a man’s mind and enabled him to 
diagnose many of his problems. 

If I could remember them I believe they would 
help me all my life. 

3. Very soothing to the mind. 

4. Help to keep the mind on the situation at hand. 

5 

6 


Make us realize the true facts. 
Have helped my spirits and made me realize 
what I’m fighting for. 

7. Have encouraged me to do my best in my train- 
ing to learn everything I can. 

8. Put men in a sense of humor to accept very 
abrupt change in their lives. 

9. Helped me from becoming homesick. 

10. Have helped personally in finding out my 
trouble. 

11. They proved I was right in forming my tough 
shell. 

12. Made everybody take the war more serious. 

13. Caused men to take more of an interest in arm) 
life than before. 

14. Help me understand myself more clearly. 

15. Several fellows who had kept pretty much to 
themselves are now openly expressing them- 
selves. 

16. Good for morale of the men. 

17. They helped to relieve my puzzled and be- 
wildered mind a great deal. 

18. They cheered us up. 

19. Effect is already showing in most of the 
barracks. 

20. Put a fellow on right track. 

21. Brought men and officers closer together and 
permitted men to discuss things they had been 
withholding in themselves. 


“Benefits Derived from Mental Hygiene Talks?” 


1. Helped me to fit into army better and those in 
my barracks have seemed more cooperative. 
2. Gave me more pep and forgot a little of my 


homesickness. 

3. Helped me to think about what a job we have 
ahead of us. 

4. Take mind off civil life so it will rest on army 
life more. 


5. Straightened out my personal loneliness. 

6. Helps one to overcome difficulties in army life. 

7. Broadens a man’s viewpoint so he can see both 
sides of a problem. 

8. Cleared up some things for me. 

9. Was feeling blue till you began making your 
speeches. 

10. Have noticed others around who have bright- 
ened up a lot. 

11. Quieted my nerves. 


2. I have a different feeling all the way round. 
13. Have given moral strength to many boys. 
1. I was straightened out on some of my reactions 
which I could not account for. 

15. Relieved a sort of tenseness in some of the 
fellows around me. 

16. Some of the others are less fearful and anxious 
and seem to have become better adjusted 
since hearing the talks. 

17. Will help me to comfort another soldier who 
might have something on his chest. 

18. They help all, bring up interesting conversa- 
tions. 

19. Helped me to relieve a worry which I was 
foolishly allowing to gain control over my 
working senses. 

20. Made some men feel they were more than a 
number. 

21. I was sorry I blundered before those talks but 
now I feel better and satisfied to take every- 
thing as it comes and try hard to succeed. 


Opinions of the men as to where the 
talks should best be given were tabulated. 
These answers showed that 250 or 25.2 per 
cent thought the reception center was the 
proper place for the talks; 264 or 26.6 per 
cent thought the training center ; 452 or 45.6 
per cent thought both reception center and 
training center; and 26 or 2.6 per cent had 
no opinion. Some of the representative 
answers and reasons given are quoted. 


“Where talks should be given: at Reception Cen- 
ter, at Training Center or both?” 
Re ception center: 

1. Prepare trainee for what he will face when he 
reaches basic camp. 

2. Don’t get any mail there and a talk would do 
them good. 

3. Be more helpful at very beginning than after a 
few weeks. 

4. Would learn about homesickness before they 
get a chance to become that way. 

5. There you can cut the depressed feeling in the 
bud. 

6. Start man on right foot. 

7. More depressed there. 

Training center: 

1. Here because men in reception center have 
things happen too fast, stay only a few days 
and no time for homesickness to bother them. 

2. Fellow doesn’t know about army life until he 
gets here. 

3. Gives boys a chance to.settle and get mind on it. 

4. Real adjustment doesn’t start until regular 
army training begins. 

5. Too tired physically and mentally at reception 
center to absorb meaning of talks. 

6. It is too soon for a fellow to realize change that 
has taken place. 

7. They are easily reached here. 
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1943 | R. 
Both: 
1. It is important to drive talks into one’s mind by 
repetition. 


So nobody would miss them. 

To keep it fresh in boys’ minds. 

So men could get more and more of the army 
slant. 

5. An adjustment is necessary at both places. 

6. To sink in, now it’s very confusing, there are so 
many different things to learn. 

Secause inductee feels same homesickness when 
leaving reception center as when he leaves 
home. 


5. Conclusion: 

A. This program for mental hygiene ap- 
pears to have definite practical value in creat- 
ing rapid normal military adjustment by 
building up good morale in new trainees. 

B. Through a reduction in psychosomatic 
complaints, 122 to 531 man-hours of training 
time have been saved during the basic train- 
ing period of a single company; and in a 
total of 5 companies tested, 996 man-hours 
were saved during the basic period training 
time. If comparable results were obtained 
by such a program throughout the entire 
Army, the saving of training time would be 
enormous. On January 21, 1943, this pro- 
gram was approved for trial conversion into 
films. 

C. This method improved morale not only 
in the clinical psychosomatic cases but also 


in the subclinical potential psychosomatic 
cases, who do not appear for medical relief. 
This trend was shown by the greater number 
of Sunday sick calls, smaller number of total 
sick calls for all causes, less time lost by 
AWOL’s, better grades in training, and by 
the appreciative responses to the question- 
naire in the conditioned experimental groups. 

D. This method has produced men who 
should continue to adjust themselves nor- 
mally to situations they may meet in the 
future. 

E. By the same token, men in the control 
groups who were not given the benefit of this 
conditioning may possibly break down later 
on. 

F. The application of this mental hygiene 
program should be particularly beneficial to 
the incoming 18- and 19-year-old inductees. 
The facilitation of military adjustment 
through such a program should have a fa- 
vorable influence on civilian morale as re- 
flected by the letters from these men to their 
parents. 
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PSYCHIATRY AND THE UNITED STATES NAVY 
FOREWORD 


BY 


ROSS T. McINTIRE, M.D. 


Surgeon General, United States Navy 


The symposium presented here indicates 
the varied activities in the neuropsychiatric 
field, ashore and afloat, which psychiatrists 
will encounter in the Medical Corps of the 
United States Navy. Numerous other angles 
of naval psychiatry might have been pre- 
sented—all would have given testimony to 
the fact that psychiatry is regarded as an in- 
tegral’and important part of naval medicine. 

The Bureau of Medicine and Surgery is 
desirous of utilizing every advance in medi- 
cine, surgery and psychiatry, which will help 
to maintain the physical and mental health of 
the personnel at the highest possible level. 
Toward that end, convalescent hospitals for 
the treatment of neuroses resulting from 


combat, by means of group psychotherapy, 
are now operating in the United States and 
in foreign stations. It is believed that from 
these hospitals, information and data will be 
collected which will be of aid to the magnifi- 
cent group of men which constitutes our 
Naval and Marine Forces and which will 
further the cause of military and civilian 
psychiatry. 

The Bureau appreciates the cooperation 
of the officers and members of the American 
Psychiatric Association and desires to ex- 
press its thanks to them and to their Presi- 
dent, Dr. Edward A. Strecker, who is the 
Honorary Consultant to the Surgeon Gen- 
eral in Psychiatry. 
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SOME ASPECTS OF PSYCHIATRY IN THE TRAINING STATION? 
LT. COMDR. LEON J. SAUL, MC-V (S) U.S.N.R. 
U. S. Naval Training Station, Farragut, Idaho 


I. INTRODUCTION: DeEscRIPTIVE—FUNC- 
TIONS AND ORGANIZATION OF THE 
NEUROPSYCHIATRIC UNIT 


A. Functions—The primary task of psy- 
chiatry on a naval training station is the 
examination of the incoming recruits in order 
to screen out those who are unfit for the 
naval service. This screening does not aim 
to eliminate men who might breakdown in 
combat, but only those who will not adapt to 
even the routine demands of the service. The 
importance of this task is not unknown to 
this audience. It involves a triple responsi- 
bility—to the service, to the government, and 
to the recruit. A psychiatric misfit can 
jeopardize the morale and lives of his ship- 
mates, as well as a fortune in equipment. 
Moreover, if he breaks down after three 
months of service, he is eligible for treat- 
ment and compensation which in some cases 
amount to over $50,000 and which have 
totalled nearly a billion dollars since the last 
war. Only two or three mistakes in screen- 
ing can mean $100,000 to the government 
later. It is, therefore, easy for the psychia- 
trist to make $100,000 worth of mistakes a 
day. In the last war, as you all know, } to 
4 of all the casualties were psychiatric. But 
every suspect cannot be rejected. Some will 
make good men, and the service needs men. 
Moreover, rejection by the navy is often a 
major blow in the life of an individual. 
Every day the psychiatrist must make a 
large number of accurate decisions in a 
minimum amount of time, if he is to do 
justice to the service, the government and 
the individual. 

In addition to this primary purpose, the 
psychiatric unit is responsible for all the psy- 
chiatry on the station. It sees referrals and 
consultations from all sources—the dispen- 
saries, the chaplains, the discipline depart- 
ment and so on. These activities make it 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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an integral part of the life of the station. 
And considering the high calibre of the 
training station staff, both medical and lay, 
its size, and its origin from all over the 
country, the introduction of psychiatry 
into the life of the station is of educative 
importance. 

B. Organization.—The discharge of these 
functions is accomplished by the following 
set-up and organization which are typical. 
The unit provides psychiatrists and psychol- 
ogists for the receiving building, through 
which the incoming recruits pass for exami- 
nation and outfitting. Here they fill out a 
psychiatric history sheet and questionnaire 
and are subjected to the rapid (1 to 3 
minute) screening interview. If psycho- 
pathology is suspected, the man is referred 
to the neuropsychiatric observation building 
for study and disposition. This building 
provides offices for the staff, and accommo- 
dations for about 150 patients, including 
wards, rooms for disturbed patients, and 
mess and recreational facilities. The psy- 
chiatric staff is assisted by a staff of psy- 
chologists who are chiefly responsible for the 
cases of mental retardation. They also pre- 
pare the statistics of the unit and supervise 
the office work, the administration of the 
building, and the management of the patients. 
The patients are initiated into navy discipline 
immediately upon arriving at the building, 
which is operated strictly on a military basis. 
The patients like this. They supply the work 
details for keeping the building shipshape. 
A psychiatric social service department con- 
ducts investigations when these aid in diag- 
nosis and prognosis, and it facilitates the 
return of discharged men to their communi- 
ties. As at other training stations, the work 
of the unit is limited chiefly by the shortage 
of experienced psychiatrists. Hence, the 
psychologists and psychiatric social workers 
assist in taking histories and in other ways 
save the time of the psychiatrists. The or- 
ganization of the building of course includes 
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an office force and a staff in charge of the 
patients. 

Thus, the neuropsychiatric unit is similar 
to a civilian hospital organization but is 
especially organized and equipped to work 
up and diagnose a large and rapid turnover 
of patients. Although patients are kept for 
varying periods as indicated, the average in- 
patient is disposed of in just under 36 hours. 
There are three usual outcomes. The man 
may be accepted. He may be sent to trial 
duty, in which case a report is obtained from 
his company commander after a period speci- 
fied by the psychiatrist (usually two to four 
weeks), and the man is then interviewed 
again if this is indicated. Or the man may 
be discharged. No recruit is discharged with- 
out being seen by at least three psychiatrists, 
and then by a discharge board. The rare 
psychotic is sent to the hospital. 

Time does not permit a discussion of cer- 
tain interesting differences from civilian psy- 
chiatric practice ; we shall therefore pass on 
to some discrete statistical information. 


II. Some STATISTICAL RESULTS IN 
PERCENTAGES 


Recruits arriving at the station have had 
a preliminary examination at the induction 
centers. On the average, about 5 per cent 
of the recruits show enough signs on our 
screening examination at the training sta- 
tion to warrant referral to the observation 
building for study. This percentage of sus- 
pects varies for many reasons, including par- 
ticularly the quality of the daily drafts of 
recruits. Occasionally a draft yields as low 
as 2 per cent psychiatric suspects, or as high 
as 10 per cent, but the average is about 5 
per cent. 

Only about 4 of these referrals are dis- 
charged, and the rest are found suitable for 
duty. There are many reasons for this, 
among them a matter of policy: The ex- 
aminers on the receiving line refer every 
man of whom they are suspicious in the 
three-minute interview. But the staff in the 
observation building send to trial duty every 
man who seems to have any reasonable 
chance of rendering useful service. About 
t of the discharged recruits are not de- 
tected at the one to three-minute screening 


examination, but later come to the observa- 
tion building from their companies. 

In round numbers, roughly 70 per cent 
of the discharges are because of personality 
maladjustments of some sort, 20 per cent for 
mental deficiency, and 10 per cent for other 
causes, chiefly somnambulism and enuresis. 
Only about one fiftieth of 1 per cent of the 
incoming recruits have developed psychotic 
reactions on the station, and most of these 
have been episodic. 


III. ForMULATION OF PROBLEMS: WoRK IN 
PROGRESS 


A wealth of clinical material streams 
through the psychiatric unit of a training 
station. It presents many practical problems 
whose solutions would increase the efficiency 
of the unit; and efforts to solve these prac- 
tical problems plunge us into work which is 
of direct interest to academic psychiatry. 
This work becomes to a large extent a psy- 
chiatric research program. 

In the first place there is the problem 
of screening, that is, of the three-minute 
examination. 

The central problem is: how to detect 
true psychopathology in not over three 
minutes, in a young man who has just ar- 
rived at the station. He is often fatigued ; 
he is reacting emotionally to coming into the 
service and to the procedures of the physical 
examination in a line of nude recruits; his 
own clothes have been taken from him and 
his navy outfit not yet issued; his old con- 
tacts are severed, his new ones not yet 
formed ; and he has many reasons to hide his 
defects, as well as many reasons to exag- 
gerate them. Let us consider three points 
in this screening process. 

We have devised a questionnaire consist- 
ing of a single sheet of paper with questions 
as to personal and family history on one side, 
and 32 “yes” or “no” questions concerning 
symptomatology and the emotional life, on 
the other side. This questionnaire is filled 
out by the recruit himself, in ten minutes; 
and our facilities allow about 100 recruits to 
do this at one time. In our experience, this 
questionnaire has proved to be a great time 
saver and very useful. The data on school- 
ing, occupation and family background give 


76 SOME ASPECTS OF PSYCHIATRY IN THE TRAINING STATION 


at a glance what it would take many minutes 
to get by interview, and the writing and 
spelling usually reveal much, especially men- 
tal retardation. The historical questions as 
to illnesses, arrests and alcoholism, pick up 
many cases of neurosis, delinquency and psy- 
chopathic personality ; and the questions re- 
garding the patient’s symptoms and emo- 
tional reactions provide many time-saving 
leads for the examiner. The number of 
deviant yes-no responses is significant, as 
well as the answers to the individual ques- 
tions. For example, the men who pass as 
“normals” and then go satisfactorily through 
the arduous training period, average two 
deviant yes-no responses; whereas, those 
who are rejected, after the psychiatric exami- 
nation, average eight deviant responses ; and 
the “doubtfuls,” who are sent to trial duty, 
average five deviant responses. 

Probably the efficiency of the screening 
interview will be improved by studying the 
expert screener in action. His skill depends 
not only upon his intellectual ability but also 
upon his emotional make-up and intuition. 
Men vary in psychological sensitivity. The 
screener must be not only a “looking”’ doctor, 
and a “thinking” doctor, but more particu- 
larly an “intuiting” doctor. Since the major- 
ity of the recruits pass as within normal 
limits these serve as a baseline against which 
to detect deviations. 

The screener tries to discern, often from 
the slightest signs, psychopathology of which 
the man is unaware, or which he is trying to 
hide. This is a practical sub-clinical psy- 
chiatry, in which the screener can improve 
his diagnostic acumen by refining his ob- 
servation of the patient and his technique of 
interviewing. Whenever a man who was 
passed by the screeners is later referred to 
the observation building and definite psycho- 
pathology found, we ask ourselves how this 
could have been detected on the screening 
line. 

A second question is that of criteria for 
the disposition of different types of cases. 
This is a challenging psychiatric problem. 
Probably sharp criteria can never be formu- 
lated, for no two cases are the same and 
there are so many variable factors in every 
case. Nevertheless, we find that the staff is 
in agreement as to disposition in almost all 


ond 
cases, and the criteria for the disposition 
can to some extent at least be reduced from 
personal experience and judgment, to a 


formulated statement which is more than a 
Such formulations would be 
of academic significance as well as of prac- 


general guide. 


tical usefulness. 
For example, a newly arrived recruit of 
17 suffered from anxiety, headaches and 
urinary frequency. These symptoms alone 
might have disqualified him. But he was 
only 17; his home situation was intolerable 
beatings by his father and temper tan- 
trums from his mother; his intense emo- 
tional reaction to this situation was appropri- 
ate; his emotional response, which was the 
source of his symptoms was still largely 
“reactive” to the home situation and not 
predominately “internalized” as shown by 
the fact that he improved somewhat when 
away from home; his developmental forces 
were strong as evinced by his independence 
and energy in leaving home and _ finding 
work; and his ego functions were adequate 
for his age as indicated by his judgment and 
course of action since leaving home and 
joining the service ; his dependent needs were 
not over-strong for his age and he bore 
frustration well. It could be anticipated that 
the service would satisfy the dependent needs 
to a large extent, and that the feeling of be- 
ing accepted and belonging, would ease his 
frustrations, loneliness, inferiority feelings 
and anger, and thus ameliorate his symp- 
toms at their source; his symptoms them- 
selves, and the mechanisms of their forma- 
tion were simple and indicated no deep- 
seated psychopathology such as is often seen, 
for example, in complex obsessional symp- 
toms. A consideration of these points might 
lead to a decision to send such a recruit to 
trial duty, and later obtain a report from 
his superiors and interview him again. We 
have considered, in arriving at a conclusion 
for the recruit’s disposition : 

1. The nature of his symptoms and the mechan- 
isms of their production. 

2. His age. 

3. The appropriateness of his underlying emo- 
tional reaction, in terms of the traumatic situation, 
the intensity of the emotional response, and the 
patient’s conscious awareness of these. 


4. The degree to which the condition was “reac- 
tive” to a situation, rather than “internalized” and 
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relatively unalterable by changing the external 
situation. 

5. The health, strength and adequacy of his per- 
sonality, with individual consideration of the bal- 
ance between the developmental and regressive 
forces in his make-up, of his ego functions and of 
his tolerance of frustration. 

6. How service conditions might be expected to 
affect his total functii cing. 


Neuroses are not disease entities, but ways 
of reacting and functioning. But is it pos- 
sible in some degree to reduce the clinical 
judgment which we all use, to dynamic, func- 
tional criteria, which can be formulated, at 
least to a first approximation? Such criteria 
would help in saving for the navy the men 
who would give good service, and excluding 
those who would cause trouble during their 
enlistment and seek life-long compensation 
after it. And such criteria are of significance 
for the broader field of clinical psychiatry 
itself. 

A very practical problem which is also of 
great theoretical interest is that of malinger- 
ing, both positive and negative. Some re- 
cruits are eager to be accepted by the navy 
and do their best to cover up any symptoms. 
Others are eager to be rejected and play up 
their ailments. 

We have seen many men who have put 
on acts, or feigned or exaggerated all types 
of symptoms; but so far, in our cases, be- 
neath the malingering, there has been an un- 
mistakable, severe neurosis or infantilism. 
Of course this may only mean that those 
malingerers who are detected and who reach 
the psychiatric unit are neurotic, and the 
“normal malingerers” are not seen by us. In 
the cases we have studied, the malingering 
seems to represent the degree to which the 
individual gives in to his wish to escape the 
service and/or to receive compensation. And 
this wish has always turned out to be a mani- 
festation of a neurosis of long standing. 
Schematically formulated, malingering repre- 
sents the degree of corruption of the ego by 
the neurosis or infantilism. Thus two factors 
must be considered, (1) the underlying emo- 
tional reaction and (2) the ego’s response 
to this. 

The cases can be arranged in a graded 
series according to the reactions of the in- 
dividual’s ego to his underlying primitive 
emotions. Some men are ashamed of any 


weakness or fear in themselves and repress 
these so thoroughly that they are not even 
conscious of them. But in certain of these 
cases, the repressing force is not efficient 
enough fully to control the primitive emo- 
tional reactions, and neurotic symptoms de- 
velop. For example a recruit developed 
attacks of tremors, nightmares, palpitations, 
muscle cramps and anesthesias, which in- 
creased as the time approached for him to 
go to sea; but he had no insight into the fear 
which caused these symptoms. This mecha- 
nism is well known in connection with a 
type of war neurosis. In these cases, it is 
often necessary to discharge the man because 
of neurosis, even though he is eager to re- 
main in the service. 

These cases, in which the needs to escape 
are repressed and cause symptoms, grade 
into a second type in which the man recog- 
nizes his wish to escape, is bitterly ashamed 
of it and either consciously endeavors to 
overcome it, or else admits that he fears that 
it is too strong for him. In the third type 
of case the individual has much less conflict 
over this wish, and even accepts and em- 
braces it, and may resort to all manner of 
deception to satisfy it by getting himself 
discharged. This would appear to be the true 
malingerer. 

But the underlying emotional impulses to 
which the malingerer gives in, have turned 
out in our particular cases to be manifesta- 
tions of severe and long-standing neurosis. 
One man played up many physical com- 
plaints. He was 42, but was single and had 
always lived with his mother to whom he 
was inordinately attached. He turned out to 
be an overt homosexual. Another was a 
boy of 19 who feigned hysterical attacks. 
He had always been terrified of people and 
dealt with his anxiety by constantly putting 
on acts. He had been known as the neigh- 
borhood clown and he had a well-established 
hypochondriacal delusion. A systematic re- 
view of our cases for the essential psycho- 
dynamics remains to be done. Such a study 
is of direct practical importance and should 
also contribute to our knowledge of per- 
sonality functioning. 

In our experience, which includes follow- 
ups, even the most wary psychiatrist can be 
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fooled by a patient’s presentation of his 
symptomatology and his attitudes. But he 
will not be deceived if he looks further and 
concentrates on the structure of the person- 
ality and of the neurotic manifestations. For 
this clinical picture is discerned by the psy- 
chiatrist by placing together significant ob- 
servations and data of all sorts, which form 
themselves into a genetic-dynamic pattern 
which is consistent with all manifestations 
of the individual’s life. Perhaps a sophis- 
ticated psychiatrist, who had the talent, 
might convincingly feign any psychiatric 
symptomatology ; but it is hardly conceivable 
that even such a person could feign a false 
personality structure. Hence, concentration 
upon thoroughly understanding the person- 
ality structure and dynamics is not only es- 
sential in every case for proper disposition, 
but is a technical safeguard against deception. 

The men studied by the unit furnish 
unique research material, both psychiatric 
and sociological. There are, for example, the 
cases of migraine, enuresis, somnambulism 
and other psychosomatic and psychiatric 
conditions, including the problems of de- 
linquency. 

Mention has been made of the personal 
data sheet and questionnaire which has been 
found useful in facilitating the preliminary 
screening of recruits. Allied to the problem 
of testing the validity of this procedure, with 
a view to improving it, is the working-up of 
the information which these records contain. 
All of these records are kept and they form 
a reservoir of psychological and sociological 
data on a sizeable sample of the young male 
population, mostly of the western states, but 
also from other parts of the country. A cor- 
relation of these data with the actual per- 
formance of the men is not only a necessary 
step in validating the procedure, but it tells 
a good deal about certain psychological and 
sociological characteristics of this whole seg- 
ment of the population. As a single example, 
a review was made of the occupational his- 
tories of 100 rejected recruits. The age 
group was predominately 17 through 20; 
85 per cent were single. On the basis of vo- 
cational history and psychiatric appraisal, it 
would appear that approximately 40 per cent 
of these rejects are suitable for productive 
work only under protected conditions ; that 


[July 
is, in some sort of CCC, land army or the 
like. They represent a segment of the popu- 


lation with mental and emotional inadequacy, 
but in such a protected situation they would 
be a potential source of man power for the 
war effort. Moreover, this might afford some 
protection to the community against the 
present increasing crime wave in youth. 

Although psychotherapy is not one of the 
primary functions of the unit, a certain 
amount of it unavoidably becomes an integral 
part of the work. This is even true of 
the diagnostic interviews. With the insight 
gained in these interviews, the physician is 
often in a position to help the recruit, and 
in some cases this incidental psychotherapy 
is of importance in aiding him to make the 
transition to life in the service. Sometimes 
it is necessary to hold and treat incipient 
psychotic reactions, not only to help the 
patient, but also to facilitate his return to 
the community. For example, a boy had a 
severe hysterical reaction of weeping, with 
an abortive attempt to cut his wrist. This 
was a reaction to a distressing external situ- 
ation and with a little rest and insight, he 
quieted down and could be discharged to 
his own custody, thus avoiding the complica- 
tions involved in a hospital admission. Then 
there are a number of men who have been 
in the service for some time and who come 
for consultations, and these interviews can 
often be turned to therapeutic effect. For 
example, a basically healthy and efficient 
seaman was very upset because of a simple 
anxiety reaction. This soon became intel- 
ligible and he was greatly relieved. He felt 
that this one interview made the difference 
between being on the way in to an emotional 
turmoil, and being on the way out of it. Such 
“blitz-therapy” is of course only effective 
in selected cases, but if the physician is alert 
to its potentialities, he can often help the 
individual and save many good men for the 
service for considerable periods. 

One further point warrants mention before 
closing. The staff of the unit which I am 
honored to represent is composed of men 
of high professional standing in civil life. 
We found that after a quick lunch in the 
building we relaxed for a little while; and 
so we began to use that relaxation time for 
scientific presentations: reviews of the liter- 
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or the Juture, refresher courses in neurology and SUMMARY 


18) u- cu, i 
ed psychology, work on special subjects and We have endeavored to touch upon certain 


problems, points in the purpose, organization and oper- 
oe esting or di t an = ation of the psychiatric unit on a training 
‘some 42% been invaluable in providing scientific  <tation, and upon a few of the results and 
stimulation, in preventing the staff from of the problems—in particular screen- 
4 shipping into mere routine work, and in main- ing, including the use of the questionnaire, 
of the igi that interest, enthusiasm and esprit criteria for disposition, malingering, correla- 
ertain | COTPS which keeps the group functioning tions of accumulating data, therapy, the 
itegral at peak efficiency. maintenance of the scientific level and ef- 


us a It is impossible to give adequate credit ficiency of the staff, and the integration of 
nsight here to the staff for what work has been clinical psychiatry with the life and activities 
mentioned in this paper and for much more of the station. 
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t. and | »esides. In particular, the screening has been 
nerapy | “one chiefly by Lt. Comdr. E. A. Aten with EPIcRIsIS 


ke the | the psychological assistance of Lt. N. 


etimes [ Springer. The statistics have been done by tance of the psychiatric unit by the station 
cipient | Ensign F. W. Gramlich, and the sociological and the cooperation and freedom accorded 
Ip the } correlations chiefly by Lt. D. W. Orr. A to it, provide a setting in which the psy- 
urn to | separate study of malingering is being made chiatrist and the psychologist, can combine 
had a | by Lt. Comdr. W. Bromberg and by Lt. practical accomplishment of first importance 
, with | %. W. Stouffer, who also functions as with educational and scientific activity and 
This | lieutenant for the Unit. Miss R. John- productivity. The work of the unit is of 
ul situ- | son, the Red Cross worker, has been most interest not only for the war effort which 
‘ht, he | helpful and stimulating in connection with is its primary task, but also for some of the 
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RECENT DEVELOPMENTS IN SELECTION OF CANDIDATES FOR 
AVIATION TRAINING 


COMMANDER WILBUR E. KELLUM (MC), U.S.N. 


As outlined in the program my paper ap- 
pears to have little of direct interest to the 
psychiatrist. Nevertheless as we proceed you 
will see that the crucial problems in ihe selec- 
tion and maintenance of our combat pilots 
are essentially problems for the psychologist 
and the psychiatrist. I may add that this 
manuscript has been extensively revised since 
the original was submitted two months ago in 
order to present to you information which 
has only recently become available. 

First let us dispose of the aviation physi- 
cal examination. This examination is in- 
tended to select those physically fit for the 
tough job of flying modern airplanes. It 
doesn’t take supermen, but it is no job for 
weaklings or men with gross defects. We 
know that this examination lets through very 
few men who will later fail because of physi- 
cal reasons. There is some reason to suspect 
that it may be too strict. Measures are under 
way to construct actuarial tables which will 
inform us, in advance of the ultimate need, 
of the effects of lowering any one of the 
standards involved. 

The real problems of selection come after 
the physical examination. Flight surgeons, 
instructors, administrative officers—in fact 
everyone connected with aviation training 
knows that some physically adequate men 
have excellent prospects of succeeding in 
training while others are destined to be fail- 
ures. Indeed these failures will constitute 
from 40 to 60 per cent of the candidates who 
have passed the physical examination. This 
matter has engaged our active attention for 
rore than ten years. At first we tried to 
get at this by psychiatric interview but criti- 
cal checks gave this method a low rating as 
a means of screening men. It will detect the 
grossly abnormal. In the hands of some ex- 
perienced men it appeared to hold promise 
of selecting potentially good pilots. But cold 
investigation shows that other interviewers 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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will do much worse than chance. I believe 
that it was Dr. Adolf Meyer who recently 
cautioned that psychiatrists and their inter- 
pretations should be screened as carefully as 
lidates are screened for flight training, 
In any event the time involved in the psy- 
chiatric interview renders such a method too 
cumbersome when thousands of pilots are 
to be trained. The need is for a more accur- 
ate and a handier tool. 


Faced with this situation, we began some 
years ago to try the use of psychological 
The idea, we now know, was sound 
but as flight surgeons we lacked the tools to 
sharpen the tests to a good cutting edge. 
A group of psychologists under the direction 
of Lieutenant Commander John G. Jenkins, 
assisted by Lieutenant Commander Jack W. 


tests. 


Dunlap and Lieutenant Commander E. 
Lowell Kelly, have done this job splendidly 
for us. 


The work had been started in collabora- 
tion with the National Research Council a 
year and a half before Pearl Harbor. A 
project was established at the Naval Air 
Station at Pensacola, a number of psycholo- 
gists were commissioned in the Navy anda 
nation-wide program of testing was set up. 
The results of the tests were placed in closed 
files until the cadets concerned had all com- 
pleted training or definitely failed. Thus tt 
came about that at the beginning of the war 
we had the essential uncontaminated crite- 
rion data from which it was possible to pre- 
sent figures on the validation of these tests. 
Within two weeks after Pearl Harbor di- 
rectives had been issued and specified stand- 
ards on certain psychological tests were em- 
ployed in the stepped-up procurement of 
many thousands of naval aviation cadets. 
The combination of three tests we are now 
using is the residual from checking ovef 
40 different tests on naval aviators. Each 
of the three was originally validated on the 
performance of over 3,000 cadets. 

This is how these tests are applied. All 
are pencil and paper tests which can be 
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administered in large groups. The answer 
sheets may be electrically scored. The first 
is an aviation aptitude test. It is an intelli- 
gence test with the problems posed in an 
aviation setting. Candidates scoring below 
a certain minimum grade lack sufficient in- 
tellectual capacity to handle ground school 
studies ; they are at once eliminated. 

The second test is a mechanical compre- 
hension test, an application of barnyard 
physics. Two slides will demonstrate more 
clearly than words the character of this test. 


When the little wheel turns around, 
the big wheel will: 
A—turn in direction A, 
B—turn in direction B, 


C—move back and forth. 


When pilots are being trained in thousands, 
when training personnel are limited in num- 
ber, when planes are precious, this becomes 
a matter of tremendous importance. 

These tests have been validated only 
against performance in training, 7.e., success 
or failure. The further problem of evaluat- 
ing them in terms of combat usefulness has 
had, of necessity, to await the opportunity to 
follow the men, on whom we have records, 
through the test of fire. This work is now in 
progress. Until it is finished we can’t be 


32 


Which picture shows the way a 
bomb falls from a moving airplane 


if there is no wind? 


= 
> 


Fic. 1—Two examples of the type of problems in the mechanical comprehension test. 


The third test is a biographical inventory 
which surveys the individual’s background, 
accomplishments and interests. The me- 
chanical comprehension test and the bio- 
graphical inventory are combined so as to 
classify all applicants in one of five flight 
aptitude groups (F.A.G. 1-5). The situa- 
tion is essentially that required in all testing. 
The two tests show low correlation with 
each other but high correlation with the 
criterion data. That is to say, both predict 
flight success by different routes. 

It is possible to predict the attrition rate 
for each group with remarkable accuracy. 


sure that we are not selecting fliers instead 
of killers. 

Indeed reports which are just now coming 
in suggest that not all pilots who have 
weathered the rigorous course of flight train- 
ing are equal to the stresses of combat duty. 
This is, of course, a relative matter, each 
individual has a limit beyond which he can- 
not be driven, beyond which he cannot drive 
himse!f without breaking down. Of this you 
are perfectly well aware; you deal with 
people who have broken or are in danger of 
breaking under the stress of civil life. 

May I digress to indicate some of the 
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peculiar stresses which fall upon the naval 
aviator. The stresses of absence from home 
and abnormal living conditions are shared 
by all in the military and naval services. 
Those of you who have tried it know that 
considerable emotional strain is involved in 
ordinary flying. The fatigue of long daily 
flights is cumulative and if high altitudes are 


of these and add the elements of personal 
danger, the loss of friends and squadron 
mates, the uncertainties of long waiting 
periods, the burdens of heavy responsibility. 
You will agree that we have added up enough 
stress to break the toughest personality. And 
it doesn’t take long. 

Subjected to these multiform stresses and 


Fic. 2—Percentage of failures for biographical inventory and mechanical comprehensien test combi- 
nations. Diagonal shading indicates that the percentage of failures in that cell are not statistically 


reliable. 


involved it soon becomes excessive even 
though oxygen is used. For the naval aviator 
the stresses of normal flight operations are 
increased by the hazard of flying over water. 
Add to this the disastrous consequences of 
the slightest error in the delicate calculations 
of navigation and the burden on the indi- 
vidual begins to assume sizable proportions. 
Yet we have not touched upon the stresses 
of wartime operations which accentuate all 


strains the individual sooner or later will 
begin to show signs of deterioration. The 
premonitory signs are likely to include: in- 
ability to sleep, loss of appetite, excessive 
smoking, tendency to worry about plane or 
crew, constant weariness, loss of any desire 
to fly, unaccustomed talkativeness or unusual 
silence, and irritability. As you well know 
the variety is infinite, the clue is a departure 
from the individual’s normal behavior and 
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attitude. From this beginning the condition 
progresses gradually, or perhaps abruptly, 
to a more pronounced picture of psychoneu- 
rosis which requires the man’s admission to 
the sick list. Air Commodore Symonds, of 
the British Royal Air Force, recently gave 
us some statistics on the forms which these 
cases take. Anxiety states constitute the 
greatest proportion as one would expect. 
Depressions and hysteria in various forms 
each contribute a smaller group. Disabling 
persistent fatigue, obsessional states, schizoid 
reactions and elation are seen occasionally. 

Terminology in this field promises to be- 
come as confusing as it has been in other 
fields. The syndrome has been known vari- 
ously as “pilot fatigue,” “flying stress,” and 
by the psychiatric terms most nearly ap- 
plicable to individual cases. “Pilot fatigue” 
and “flying stress” should be dropped as clini- 
cal diagnostic terms. They are as unsatis- 
factory as “shell shock.” Furthermore the 
use of the term “pilot” and “flying” is un- 
desirable because they infer that the flyer is 
entitled to special symptoms. All of these 
conditions can be diagnosed by using ordi- 
nary psychiatric terms. Both the British 
Royal Air Force and our own naval authori- 
ties desire to avoid prematurely conferring 
the stigma of a psychiatric diagnosis and 
have adopted broad non-specific terms to be 
used until the individual case has been ade- 
quately observed. 

The British, who have had more experi- 
ence than we have in these matters, have en- 
deavored to assay the etiological factors from 
a study of men who have been admitted to 
the sick list, men who have definitely broken 
down. They refer to non-flying stress, flying 
stress, and predisposition. The terms are 
self-explanatory and it is quite possible to 
find cases whose condition has been pre- 
cipitated by a preponderance of any one of 
these factors. Practically there is an inter- 
play of all three in every case. Predisposi- 
tion is the factor which most imperatively 
engages the attention of those who are con- 
cerned with the selection of aviators. 

By predisposition we mean simply the in- 
dividual’s proneness to crack under abnor- 
mal stress. If we could assay that factor in 
advance we should save a lot of trouble. It 
has been the British experience, and it is 


being closely paralleled by our own, that the 
men with a strong disposition to breakdown 
are lost early in operations against the enemy. 
They are eliminated in the first few hours of 
such operations either by enemy action or 
admission to the sick list. Following this 
there is likely to be a variable period with 
relatively few casualties due either to the 
enemy or to the psychoneuroses. Then the 
casualty rate to both will begin to rise 
sharply. The whole squadron should be re- 
lieved before this point is reached for the 
limit of endurance of the so-called normal 
man has been passed. In the early days of 
the war some of our squadrons found them- 
selves in situations where casualties were 
high, operations were intensive under ex- 
tremely difficult conditions. Living condi- 
tions were bad and adequate sleep was made 
impossible by night bombing. The prospects 
of relief were uncertain and when new 
squadrons arrived it was imperative to ex- 
pand the sphere of operations. Our men re- 
sponded nobly but we learned some bitter 
lessons, the hard way: the same sort of 
lessons the British learned during those 
grim days of the Battle of Britain. No criti- 
cism of the military and naval command is 
implied here. The exigencies of war were 
such that what had to be done must be done 
with such forces as were available. Our 
situation is better now. Men and equipment 
to do the job without such sacrifices are be- 
coming available. 

Now what of therapy. You will have an- 
ticipated the first and most important ele- 
ment: it is prevention. We have learned 
from the British, and our own experience 
confirms it, that once a pilot’s condition has 
progressed to the point where he must be 
admitted to the sick list it is unlikely that he 
will be able to return to combat duty and it 
may be that his usefulness to the aeronautical 
organization is terminated. The ideal first 
step would be to identify those with a strong 
predisposition to failure and keep them out 
of operative squadrons, or better still elimi- 
nate them from training. We are still at 
work on this problem. Adequate training is 
essential and our training program is being 
rapidly adjusted to provide the type of train- 
ing that will give the individual confidence 
in his own ability. In combat areas we must 


on 
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have carefully worked out programs of relief 
and rotation of duties in active zones, with 
adequate facilities for rest and recreation 
situated in safe areas. The problem is com- 
plicated by the enormous distances involved 
and a program must provide for ultimate 
return home before serious deterioration has 
occurred. 

At present such a program is being worked 
out in the South Pacific; presumably it will 
include some such rotation as this: (1) Op- 
erational training in a quiet area. (2) Com- 
bat duty. (3) Recreation in a safe area in 
the South Pacific. (4) Operational training. 
(5) Combat duty. (6) Home. The time ele- 
ment in each stage must be adjusted locally 
with due consideration to the type of opera- 
tions, time in the air and so on. 

It is generally agreed that in operating 
units early recognition of personality deterio- 
ration rests primarily with the flight surgeon. 
He works in close cooperation with the com- 
manding officer. He lives in closest possible 
association with the pilots and plane crews. 
He is expected to know each one well enough 
to recognize early changes. Upon his recom- 
mendation to the commanding officer the pilot 
or crewman may be transferred back to a 
quiet area in advance of the regular schedule. 
In the interest of morale the early detection 
and removal of men who are beginning to 
break down is essential for, as you know, 
these conditions are contagious. If these men 
can be relieved early enough they can later 
be returned to combat duty successfully. 
Thus far it is essentially an administrative 
matter. 

The man who has broken down to the 
point where he must be admitted to the sick 
list is another problem. As promptly as pos- 
sible these individuals are sent to hospitals 
in forward areas where psychiatric treat- 
ment is available. Each case will of course 
be handled as an individual psychiatric 
problem, every attempt will be made to re- 
store the individual to a maximum degree 
of usefulness. If and when he manifests 
sufficient improvement and shows willingness 
to fly he will be given refresher training and 
assigned to flight operations of a non-hazard- 
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ous character for the purpose of making an 
appraisal of his ability to carry on. It is 
recognized that a sharp and effective dis- 
crimination must be made here in order to 
avoid classifying pilots too casually in limited 
categories thereby providing an easy avenue 
of escape from the more dangerous types of 
operations, a means of evading the individ- 
ual’s military responsibility. 

The Navy desires to make a practical dis- 
crimination in these between those 
whose reaction may be considered justifiable 


cases 


from those who have broken down early 
without much stress and without having 
made much contribution. In order to handle 


these cases properly on the sick list an inclu- 
sive, non-specific diagnosis has been set up. 
This diagnosis is “fatigue,” to which may be 
appended an explanatory word or phrase to 
“operational,” 
“combat” and so on. Specific diagnosis is to 
be deferred pending psychiatric study and 
appraisal in light of the stress to which the 
individual has been subjected and the con- 
tribution he has made. Certain cases may be 
returned to duty without any change in this 
diagnosis. In other instances it will be neces- 
sary to establish an appropriate neuropsy- 
chiatric diagnosis. It is recognized that there 
is some ground for a contention that this is a 
scientific evasion, that each such case should 
properly receive its appropriate psychiatric 
diagnosis. However, the Navy desires to 
make certain practical discriminations here. 
We would, if possible, distinguish between 
the individuals who are basically unstable, 
who break down without adequate cause, and 
those who are basically stable but who have 
temporarily broken down under excessive 
stress. It should be pointed out that the 
vast majority of these men are reserves who 
will ultimately be returned to civil life. It 
seems unfair to handicap these men unneces- 
sarily with the stigma of a psychiatric diag- 
nosis. They may have shown symptoms of a 
psychiatric nature but only under stresses far 
in excess of any that the human being is 
normally expected to face. In this matter 
the Navy would temper scientific accuracy 
with consideration of the individual and the 
service he has rendered. 
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PSYCHIATRY AS SEEN IN THE ADVANCED MOBILE BASE HOSPITALS’ 
LIEUTENANT HOWARD P. ROME, MC-V(S), U.S.N.R. 


in a total war specialization is not exempt 
from participation. Medicine had to make 
a total adaptation to meet the need of global 
operation. Old-fashioned concepts of hos- 
pitalization and old-fashioned ideas of what 
could and what could not be done were 
properly discarded. With the development 
of blitz tactics, it was obvious that hospitals 
bearing the designation “base” had no titu- 
lar immunity from attack merely because of 
their specialization. To fulfill this need, in 
a rapidly shifting theatre of war, the Bureau 
of Medicine and Surgery of the U. S. Navy 
organized mobile base hospitals. 

The physical operation of these hospitals 
is on a small unit basis. This allows infinite 
flexibility in geographic adaptation while 
affording the maximum in protection. Each 
section has as a single unit, a prefabricated, 
weather proof hut measuring 16 by 36 feet. 
There is no limitation on the number of units 
in each section; there may be as many as 
135 huts in a hospital group. Each of the 
medical specialties is represented by a sec- 
tion and all the equipment essential for the 
operation of such a large hospital and its 
personnel is supplied. The bed capacity can 
be expended from a standard of 300 to 1200 
or 1500 by the use of double-decked cots. 

The practice of psychiatry in such a set-up 
has to be streamlined. Time-consuming 
nethods are replaced by a more flexible, 
non-isolationistic therapy. For one thing 
psychiatry no longer restricts itself to the 
psychoses and psychoneuroses. In a world 
where ideas are weapons psychiatry has a 
fighting job on many fronts. We can no 
longer demand that the patient fulfill inter- 
minable prerequisites before he is suited to 
respond appropriately. Conditioning and 
predetermining of appropriate response is 
part of psychotherapy. It is felt wastefully 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1043. 

The views and opinions contained herein are the 
private ones of the author and are not to be con- 
strued as official or reflecting the views of the Navy 
Department or the naval service at large. 


negligent to allow the forces of desperation 
and circumstance to fit one for treatment. 
Instead early positive intervention is indi- 
cated. And what is more, these measures 
have to be in harmony with the general 
striving for collective security. This allies 
the psychiatrist and the line personnel. Their 
interdependence is basic in such a mutual ef- 
fort. In this way medicine serves its most 
important need of preparation and pro- 
phylaxis. 

Morale includes esprit de corps, tradition 
and similar cultural propaganda. When it 
is based on amusement and recreation alone, 
it rests on an insecure foundation. Morale 
should be the grist of the psychiatrist’s mill. 
Too often it is a discarded by-product be- 
cause of shortsighted, mincing psycho- 
therapy. 

The job of the medical corps of the navy 
is to keep as many men at as many guns as 
possible. The psychiatrists of this corps 
concern themselves with the quality of the 
men before, during and after being at the 
guns. This role needs to be made the most 
important one. 

The exclusion of the inept and the misfits 
at advanced posts is a repetition of the work 
already done at recruiting centers and boot 
camps. This may be ascribed to several 
things. The short, quick stereotyped psy- 
chiatric examination is worth as much or as 
little as its user is competent. Unfortunately 
because of the large numbers and the neces- 
sary haste, its routine use has become uni- 
versal. It fails to disclose potential defects 
in a high percentage of cases and when 
breakdown occurs in the field, it is always 
more costly. In all routine examinations, 
particularly when done on a large scale, 
there is a tendency for the standards to 
become lower and all too frequently excep- 
tions become the rule. The solution to this 
problem has two parts. The first, applicable 
to the inept, long recognized and admittedly 
difficult, means more thorough examination 
of all the personnel by competent examiners 
constantly mindful of higher standards. The 
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second part applies to a recoverable bulk 
of the now discarded misfits and is equally 
difficult, expensive and time-consuming ; it 
indicates a wider and more thorough use 
of psychological moulding forces in indoc- 
trination centers. The purpose is to lessen 
the shock of transition from a civilian to a 
military adjustment. Too often this period 
of training is viewed by the men as a night- 
mare and not as the boon it was intended 
to be. 

Since the mobile base hospitals in the 
Pacific serve large, overlapping geographic 
areas, statistics of the incidence of disease 
are possible only on a relative basis. The 
statistics used here are based on 20 to 40 
per cent of the medical beds being used for 
psychiatric casualties. The latter are taken 
to include the psychoses and the psycho- 
neuroses. There were approximately ten ad- 
missions with diagnoses of psychoneuroses 
for every one diagnosed psychosis. 

The psychoses seen included all the rec- 
ognized varieties. En masse they represented 
about 2 per cent of the total psychiatric hos- 
pital admissions. Of these, the schizophrenic 
reaction types were the most frequent. Hos- 
pitalization was recognized as indicated in all 
instances by their respective commands, since 
the emotional instability prompting admis- 
sion was strikingly evident. Study of the 
historical background in each case revealed 
marked maladjustments existing prior to 
enlistment. These represented the result of 
partial conformation to the forces of des- 
peration and circumstance. The general im- 
pression was gained that schizophrenia was 
less frequent than in a similar age group 
sampled from non-military life. Previous 
screening and selection must be responsible 
for this. 

However, the toxic and exhaustive psy- 
choses occurred many times more frequently 
than they do in civilian practice. While their 
total number was small, this increased per- 
centage warrants investigation. At first 
glance the etiological factor would seem to 
be wholly the rigors and exigencies of field 
existence. This is too facile an explana- 
tion, however, since the small absolute inci- 
dence is disproportionate to the numbers 
similarly exposed. A more thorough inquiry 
should yield considerable information of 
prophylactic value. 
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The occurrence of the other psychoses is 
well within the limits of expectation for any 
large group, hence specific discussion of these 
will be omitted. 

The hospitalization period for the psy- 
choses was devoted almost exclusively to 
custodial care, diagnosis and survey to a hos- 
pital within the continental limits. Their 
custodial care was accomplished without 
physical restraint by the use of 24-hour spe- 
cial watches and sedation. 

The vast bulk of psychiatric problems are 
those of the psychoneuroses; but without 
very careful statistics, based on an accurate 
census, all statements about the incidence 
of psychoneuroses are purely conjectural. 
For reasons of security there is no official 
statement concerning military population 
and its distribution. In this day of plethora 
of statistics, this fact deserves wider recog- 
nition. 

Even though selection and preparatory 
indoctrination lower considerably the inci- 
dence of maladjustment, military situations 
are conducive to more easily disrupted rela- 
tionships. This is because more people are 
confronted by more traumatizing situations 
while they are in more vulnerable positions. 

In this light, the concept of a neurosis as 
a new and uncomfortable relationship re- 
sulting from a too rapid change of an accus- 
tomed situation was most helpful. The en- 
vironment is no longer a Greek chorus 
pushed into the background by unreason- 
able instincts. Environment wins sufferage 
and forms with the individual an inter-action 
couplet. 

It follows then that a war neurosis is an 
action syndrome—a compromising way out 
of a conflict. But a chemical-like equilibrium 
is set up so that the reaction does not pro- 
ceed conclusively in either direction. The 
pattern is a repetitive process. The symp- 
toms are usually those of recurring anxiety 
dreams, a heightened startle response indica- 
tive of a general hyperacuity. There are 
chronic low threshold irritability, panic 
states, frequently convulsions or other motor 
disturbances, sometimes bizarre sensory dis- 
turbances and mood fluctuations. Very com- 
mon symptoms are the autonomic dysfunc- 
tions. The specific symptomatology depends 
on the pretraumatic personality and is not 
contributory when it comes to viewing the 
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entire relationship process as a whole. The 
neurosis is characterized by this nucleus of 
repetition. This is basically a self-preserva- 
tive attempt to make a more secure, less 
costly adjustment by continually presenting 
fictitious traumatic situations similar to the 
initial one. These are in the form of any- 
thing which suggests sudden change—noises 
and movements are particularly suggestive. 
The emotional syllogism is: Here is another 
opportunity just like the one in which you 
have failed—try to do better this time. 
Viewed in a biological manner it is as if by 
repeated doses of similar irritants the body 
was trying to immunize itself to psychical 
traumata. As if some basic stabilizing prin- 
ciple, order on socially approved relation- 
ships was trying its best to re-orient this 
disturbance in psycho-social equilbrium. But 
this principle of psychic immunology works 
two ways. The repeated doses which desen- 
sitize will, if given too often and in too great 
amounts, produce a marked systemic reac- 
tion. The syndrome is more prone to exacer- 
bate when the insecure defenses against 
change are relaxed—during the falling asleep 
and awakening phases, during periods of 
light sleep as well as at unexpected moments 
during the day. That is why dreams are char- 
acteristically anxiety in type—such things 
as being in a falling plane, having bombs 
drop, being surrounded by a ring of bayo- 
nets. And that is why sudden noises and 
rapid movements, and in fact anything which 
changes the status quo continually breaks 
down the security. Now it can be seen that 
the heightened startle response and other 
physical symptoms are explicable as action 
phenomena protective in design although too 
costly emotionally because they are not ap- 
plied with discrimination. 

For example, there was a patient who had 
been evacuated from the Solomon Islands 
to a near-by island out of the combat area. 
He had numerous wounds as well as a trau- 
matic neurosis. But with treatment for each 
he was recovering very satisfactorily. One 
afternoon just as he was falling asleep a 
plane flew over the hospital at about 500 feet. 
He jumped out of bed screaming and dove 
under the adjacent bed in tremendous panic. 
It took 15 grains of sodium amytal intraven- 
ously to blot out this imagined threat of de- 


struction. Psychological stress has well rec- 
ognized physiological resonance—physiologi- 
cal resonance over a period of time leads to 
fixation of symptoms and physiological con- 
sequence and then we see combinations of 
traumatic neuroses and gastric ulcers, bron- 
chial asthma, epilepsy and colonic dysfunc- 
tions. 

It follows from this, that everyone is liable 
potentially to this kind of dysfunction. This 
liability is dependent upon the interaction of 
two sets of forces: those predisposing and 
those prophylactic. Since trauma is the es- 
sence of war, an analysis of these factors, 
with a view towards the utilization of the 
information gained to further the individ- 
ual’s immunity, is of paramount importance. 
The statements made concerning these fac- 
tors are based on an analysis of the histories 
of specific breakdowns. 

Both physical and psychological factors 
have equal significance in this regard. The 
former deal with such elements as the pa- 
tient’s constitutional fitness and innate fatigue 
threshold. These are difficult to evaluate and 
certainly no fixed standards based on physi- 
cally demonstrable criteria are applicable to 
large groups of men. In smaller groups, such 
as the Raider Battalions, the period of train- 
ing undertaken revealed physical defects in 
personnel which were both remediable or a 
cause for transfer to less active commands. 
Disposition could then be made accordingly. 
The older age groups, the 30 to 40 year-old 
men, had a higher representation in the trau- 
matic neuroses than the ’teen age and early 
twenties group. It was generally true that 
the longer the period permitted for physical 
adjustment in preparation centers, the lower 
was the proportion vulnerable to neuroses. 
Other important physical factors predispos- 
ing to the development of traumatic neuroses 
were: monotony of task, hours of work, 
type of shelter lived in, and quality and quan- 
tity of food. 

The following statements are made with 
due appreciation of their generality: 

The combination of physical circumstances 
contributing to increased liability to trau- 
matic neurosis made the older, overweight 
or underweight, more sedentary individual 
who had a stereotyped job in a defense or 
holding outfit more prone. The construction 
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battalions, men in clerical positions, and in 
less active jobs such as communications, 
quartermaster or supply corps were more 
vulnerable. Any of the troops whose train- 
ing periods did not include a fairly rigorous 
physical discipline—hikes, rubber boat drills, 
etc.—had an a priori handicap. Troops so 
situated that their food could be both varied 
and palatably prepared had fewer break- 
downs. 

Equally hard to attribute unique etiologi- 
cal value, are the predisposing psychological 
factors. An over-all estimate of these forces 
revealed that the married troops fared worse 
than the single men, that a history of domes- 
tic difficulties in either case predisposed them 
in a higher degree. The men whose family, 
educational and social background was re- 
stricted and narrowly orthodox, and those 
who were unable to empathize with their 
group as well as those who found themselves 
assigned to the so-called casual battalions, 
were initially at a disadvantage. 

No analysis of specific factors such as 
these are reliable enough indices to permit 
drawing any but very incomplete pictures. 
Such indefinables as the regularity and qual- 
ity of mail, the availability of recreational 
facilities, and the patient’s attitude towards 
his assigned duty, play psychological roles. 

The multitude and ramification of these 
personal, environmental and cultural forces 
lead to only one valid conclusion: that every 
point of difference from the accustomed ci- 
vilian life of the individual is a point of 
potential weakness in the personality struc- 
ture leading to greater susceptibility to the 
development of a psychoneurosis. 

Consequently, any therapeutic attempt 
based on these individual points is an end- 
less procedure. There is a need for a more 
comprehensive procedure. This is found in 
group psychotherapy which is equally applic- 
able to all the neuroses. 

Group psychotherapy has the advantage 
of combining expediency with the best possi- 
ble rehabilitation therapy. In small groups 
of from 5 to Io participants, all presenting 
the same symptom picture, the approach can 
be specific, 7. e., through those symptoms 
enabling them to gain personal relief from 
incapacitating complaints. In still larger 
groups (from Io to 25 patients) the ap- 
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proach can be more general, 1. ¢., a presenta- 
tion of general principles of mental hygiene. 
In both instances a too penetrating analysis 
which would uncover earlier traumata is 
automatically prevented. 

The rationale is based on the fact that in 
all military organizations security rests on 
collective action. “‘In union there is strength” 


is a maxim, not a cliché. The more an indi- 
squad, platoon, com- 


pany or crew, the less is he vulnerable to a 


vidual feels allied to his 


a group security is gained 
The group 
itself is the emotional equivalent of a “kitty” 
from which all participating are eligible to 
draw the additional necessary to 


fulfill their personal demands. 


war neurosis. In 


by a mutual pooling of insecurity. 


security 

The plan of treatment utilizes the cue 
gained from the dynamics of the neurosis 
and is doubly insured by doing it on a collec- 
tive basis. In essence, the nucleus of the neu- 
-repeated anxiety 
attacks, repeated anxiety dreams, repeated 
compulsive thoughts, repeated useless de- 
fense attitudes. Since a threat to personal 
security induces the neurosis, the symptoms 
can be viewed as a reflex, automatic attempt 
to immunize the patient to threats. Biologi- 
cal immunity is based on the principle that 
repeated doses of an irritant given over a 
period of time desensitize. The neurosis 
would accomplish a psychological immuniza- 
tion except that repetition is not planned and 
occurs too frequently. Instead of immunity, 
it produces hyper-irritability. 

Group therapy is an educational proce- 
dure. All aspects of it must be educational. 
By controlled graduated activity in all spheres 
insight is acquired. The action-relationship 
of the process is shown to the group by the 
use of ‘organ language.’ For instance “being 
scared to death” and consequent fainting, 
“having one’s head swim” and resulting diz- 
ziness, “being fed up’ and vomiting—are 
examples of teaching illustrations used in a 
group session. [Examples are verbalized 
from the symptoms brought out in the group. 

The sessions last one to two hours. Small 
and large sessions with changing participants 
can meet several times daily. They are in- 
itiated each session by a simple diagrammatic 
explanation of the purpose of that session. 
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Black-board explanations of the anatomy of 
the personality and its methods of operation 
make the subsequent discussions simple and 
easy to understand. Open discussion and 
questions are encouraged. This permits bene- 
fit by ventilation and catharsis. Key men in 
each group facilitate this. The session is 
always controlled informally and camarade- 
rie (group affiliation) is a natural conse- 
quence. 

Group psychotherapy must be lived in con- 
stantly, not merely exposed to intermittently. 
This is done by a carefully scheduled 24 
hour-a-day routine. With subtle manage- 
ment the machinery of organization can be 
hidden. 

Work, play, classroom study, meals, rec- 
reation and rest are organized on the group 
plan. The advantages are these: 1. The simi- 
larity of symptoms as the ticket of admission 
relieves the therapeutic burden from any one 
individual. 2. Tensions based on feeling 
unique are dissipated. 3 Stigma is ameli- 


orated. 4. The doctor-patient relationship is 
eased. 5. Emotional release is controlled. 
6. A too-penetrating analysis is precluded. 
7. Individual sessions may be added if indi- 
cated. 8. A 24-hour schedule avoids undi- 
rected lulls. 9. Monotony is avoided by pre- 
senting material familiar to the group in a 
variety of ways. 10. The method is an ex- 
pedient one. 

In conclusion, it can be said that psychia- 
try at the advanced bases is as comprehensive 
in its scope as it is in the hospitals on the 
mainland. It differs only in that patients 
who need more than short term treatment 
can not be completely cared for, although it 
is here that yeoman work is done early, pre- 
venting in a high percentage of cases the 
fixation of functional symptoms. Social psy- 
chiatry plays as great a rdle as does thera- 
peutic psychiatry, since the total living con- 
dition is unique in the multiplicity of new 
situations requiring the maximum in adapta- 
tion. 


PSYCHIATRIC OBSERVATIONS OF SENIOR MEDICAL OFFICER ON 
BOARD AIRCRAFT CARRIER U. S. S. WASP DURING ACTION 
IN COMBAT AREAS, AT TIME OF TORPEDOING, 

AND SURVIVORS’ REACTION ° 


COMMANDER B. W. HOGAN (MC), U.S.N. 


Bureau of Medicine and Surgery, Washington, D. C 


I would like to give you my observations 
as a psychiatrist of the reactions of the of- 
ficers and crew on board the aircraft carrier 
Wasp in combat areas and when the ship 
was torpedoed, and also the reactions of the 
survivors. I will give you a description of 
the events that occurred at the time of the 
torpedoing, the destruction to personnel and 
ship and the spread of this destruction. In 
this way you may visualize the factors which 
influence the emotional life of men at sea 
today in combat areas. 

The Wasp was a 15,000 ton carrier com- 
missioned in 1941. The flight deck ap- 
proximately 750 ft. long and 60 ft. from 
water’s edge was used for landing and 
launching planes, recreation and relaxing by 
the crew, especially at night when they would 
lie around, rest and talk over the successes 
or failures of the day. A crew of over 1800 
was aboard with approximately 180 officers. 

We left in late winter of 1942 for Euro- 
pean waters taking the northern route. The 
weather was foggy and cold and the water 
rough. To understand what hardships the 
men on a destroyer meet in these waters, | 
can tell you that the Admiral on board a large 
warship was washed overboard and not re- 
covered. The men on smaller ships in these 
waters go for weeks without a comfortable 
night’s sleep and have difficulty getting a 
warm meal. 

After cruising in European waters, north 
of Scotland, we made two trips into the 
Mediterranean to reinforce the Island of 
Malta. Although we were continually under 
submarine attack and German and Italian 
planes appeared, the crew became steadier 
and more stable, the more dangerous the 
waters and areas entered. 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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During this period of three months, we 
saw one case of a psychoneurotic nature in 
a young musician who was having difficulty 
getting along with his fellow musicians. It 
was not believed that combat duty precipi- 
tated his condition as his past history re 
vealed similar episodes. A junior officer who 
had received rapid promotion and increas- 
ing responsibility developed signs of early 
schizophrenia. 

At morning and evening sick call, we saw 
only organic illnesses—a marked change 
from the type of complaints during peace 
time. 

The Wasp left a port of the Pacific Coast 
accompanied by warships and _ transports. 
The destination was unknown to officers and 
crew. It was realized that some offensive 
action was in prospect. The crew was calm, 
extremely friendly and considerate to each 
other, eating and sleeping well, and there was 
an absence of the usual minor illnesses. 
IXvery day there were many hours of flying 
with the occasional loss of pilot and rear seat 
man. This would cause a temporary let 
down in the jubilant spirits but the duties 
of the moment would soon occupy everyone's 
attention and the sadness following a ship 
mate’s loss did not last or disturb the ef- 
ficiency of the ship’s personnel. 

The initiation of the pollywogs on crossing 
the Equator with the horse play and general 
good fun, dispersed any tension that had 
accumulated. No evidence of fatigue, irrita- 
bility or anxiety state was observed. The 
pilots and the rear seat men, who act both 
as gunners and radio men were particularly 
happy and congenial, slept frequently while 
awaiting assignments and ate very heartily. 

The launching and landing of planes is 
always a time of concentrated interest on the 
part of personnel on the flight deck. Every- 
one is conscious of the possibility of damage 
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to pilot and plane at each take-off and landing. 
The difference between crashing in the water 
and a safe take-off is sometimes a matter of 
inches, while an approach landing that seems 
to be excellent may suddenly prove fatal or 
nearly so. 

The Wasp was in on the first attack on 
Guadalcanal August 7, the pilots taking off 
at daybreak, attacking and destroying the 
Japanese planes and gun installations on 
Guadalcanal and Tulagi and later in the day 
engaging in air battle with the Japanese 
planes which came down from a base in the 
Upper Solomon Islands. We suffered few 
losses in men and planes. For the majority 
of pilots and rear seat men this was their 
first experience in actual killing. No notice- 
able change was observed in the pilots ex- 
cept a spirit of elation in those who had shot 
down a Japanese plane. Those who had to 
strafe troops or people were noticeably 
shaken and under much tension and had 
difficulty in digesting this experience. The 
fying down on running human beings, open- 
ing up all guns, and bullets spraying, killing 
and maiming many of those unknown indi- 
viduals was never visualized by these young 
men in training. However, it was not long 
before such experiences were taken as part 
of the day’s work, or at least the behavior 
and conduct of these aviators so indicated. 

Guadalcanal was the first offensive action 
undertaken by the Allies in this war. Dur- 
ing the next few weeks, no hour was free 
from the possibility of enemy action. Jap- 
anese planes were being shot down daily and 
several fairly large scale attacks occurred. 
As we were cruising a few degrees below the 
Equator, the weather was hot and the humid- 
ity high. The officers and men manned their 
battle stations before daybreak following a 
substantial breakfast. The flight and hangar 
deck crews, together with the gun crews, 
maintained full watches until after nightfall. 
At daybreak and at nightfall submarine at- 
tacks are apt to occur and when the sun is 
high, planes may hurl down in its rays. 
Meals are served during the day at the sta- 
tions, consisting of hot coffee, soup, sand- 
wiches and fruit. The men store up on 
candy, especially chocolate bars. The meals 
of the flying personnel are planned to give a 
high caloric yield, eliminating gas producing 


foods. Due to the necessity of remaining 
close to one’s station and the closing down 
of “heads,” constipation becomes a fairly 
common condition and hemorrhoids appear, 
especially in flying personnel after sitting 
for hours on long scouting hops and after 
dive bombing attacks hurtling down from 
high altitudes with the attendant severe 
gravity pull when the plane straightens out 
and noses up. 

On the afternoon of the 14th of Sep- 
tember, we had received word that a Jap- 
anese fleet was above us near the Equator. 
\We launched our scout bombers and torpedo 
planes and the fighters remained over our 
task force. The planes failed to make con- 
tact, returning as night fell and landing 
aboard with their bombs and torpedoes. 

The next day about 1 :30 p. m., a 4-engine 
Japanese plane was shot down and we wit- 
nessed its falling and burning a few miles 
ahead of us. We were escorting the first 
marine reinforcements to the hard fighting 
marines who were holding Guadalcanal. 
Around 2:15 p. m., the ship began launching 
its scout bombers and fighter planes and it 
landed the fighters that had been patrolling 
over the task force. The weather was ideal, 
sunny and breezy, the water a deep blue with 
white caps, a peaceful atmosphere. The cap- 
tain saw 3 torpedoes heading toward us 500 
yards off. Suddenly two terrific explosions 
occurred on the starboard side of the ship, 
and other slight blasts followed immediately. 
The ship listed to the starboard, went up in 
the center and down at both ends, then re- 
versed this oscillation. Nearly everyone was 
knocked down and bounced around like a 
rubber Lall. A column of water shot up the 
side of the ship. Men on the signal bridge 
stood a foot deep in water. A yellowish sheet 
of flame spread with lightning speed up the 
starboard side searing and flaming every- 
thing in its path, the oil covered water and 
the bombers and fighters on the hangar deck. 
Their gasoline, ammunition and bombs ex- 
ploded. The flame enveloped the men and 
guns on the gun galley. A hailstorm of 
bullets and shrapnel rained out of the hangar 
deck and from the gun galleries. Destruc- 
tion, death and fire spread rapidly. The 
ready ammunition and powder bags were 
ignited, burned, exploded and created a 
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constant din. It sounded as if all our guns 
were shooting. Heavy clouds of black smoke 
enveloped the forward part of the ship. Each 
blast would send men, missiles and planks 
hurtling through the air. An ensign standing 
on the flight deck was sent blasted through 
the air, landing 60 ft. away and 30 ft. 
up and on the bridge structure. He suf- 
fered a fractured leg, severe intracranial 
injury and was unconscious for 10 days. He 
is now back on duty. A young officer ran 
out onto the flight deck, his clothes blown 
and burnt off, only his shoes and a piece 
of the cuff of his trousers remaining, his 
body badly charred, blinded; and his flesh 
peeled off as I took hold of him. 

Burns of various degrees and extent 
caused 95 per cent of our wounded casual- 
ties. Fractures of the long bones and shrap- 
nel wounds were responsible for the re- 
mainder. Practically everyone who was in- 
jured was also burned. In a V-shaped area 
from the site of the torpedo hits to the 
hangar deck, covering 4 decks, everyone was 
killed. Men on the edge of the arms of the 
V were seriously injured. 

I saw no panic and there were no reports 
of any. During the first few moments there 
was some confusion. The communication and 
water systems had been destroyed ; men iso- 
lated were at first perplexed as to what they 
should do. The saving of the ship was upper- 
most in everyone’s thoughts. The giving of 
first aid and helping their wounded ship- 
mates even at great risk to themselves, was 
characteristic of the men throughout the 
afternoon. 

The injured and burned were given mor- 
phine gr. 4 by injection, first aid treatment 
and a life jacket. They were lowered over 
the side strapped in a stretcher which was 
either secured in a rubber boat or floated 
away on kapok mattresses. The majority of 
the injured went down a line, hand over 
hand, 60 ft. to the water’s edge. The water’s 
temperature was 85° F., the waves running 
15 ft. high. 

The officers and men who were not in- 
jured worked with no evidence of unusual 
excitement. The older officers showed a 


“WASP” [ July 
strained, tense face, realizing that the loss 
of the ship they loved was imminent and that 
there might be a large loss of life. Those 
who could not be of service herded together 
stern of the flight deck, 
quiet and watching silently the spread of the 


reclining on the 
fire and the destruction of the ship. Although 


they realized that they were directly over the 
fully loaded torpedo planes which might 


explode at any time, there was no panic or 


hvsterical behavior. When the word “all 
hands abandon ship” was passed, they went 
over the side in an orderly fashion. A few 


jumped 60 ft. to the water below. The 


wounded, in most instances, accepted their 
condition without complaint. Some required 
the presence and the voice of a shipmate to 
reassure them. 

[ would like to include here some of the 
comments of men and officers stationed in 
various areas of the ship. 

Comment of a warrant officer on duty in 
the engine room: “I was in the after engine 
room—the ventilation was all that could be 
desired. The men showed no fright. The 
men showed very little or no excitement, al- 
though I am sure that the mental strain was 
heavy. All of them appeared to be overly 
calm in manner and efficient. The plant was 
abandoned with regret and men had to be 
specifically ordered out. They left slowly 
and reluctantly. Time was taken to secure 
vital steam lines and to make certain that the 
propellors were not revolving.” 

Comment of a junior officer: “Relief at 
being safe and warm. Anxiety for several 
officers and men of my department whom I 
had not This disturbed my _ sleep. 
\nxiety over possibility that we had not 
done all we could to save the ship before 


seen. 


abandoning.” 

Comment of a junior officer: “My first 
thought was to get out of the stifling dark- 
ness of our ready-room, and to get to the 
flight deck. Once out in the air, I had little 
fear of personal safety and felt rather angry 
at our helplessness. I had no doubts that the 
ship would be saved until the internal ex- 
plosions gutted her with fire.” 

\ review of a questionnaire submitted to 
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the officers and men reveals the following 
interesting data: 


Reaction on board after torpedo struck: 


38 per cent felt calm, little emotional change. 

33 per cent were excited, nervous, tense, shocked. 
Q per cent were very fearful. 

20 per cent no report. 


Reactions 12 hours later: 


27 per cent felt relief and thankfulness. 

25 per cent felt concern for shipmates. 

46 per cent were fearful, apprehensive, nervous. 
2 per cent no report. 


Reactions 3 weeks later: 


46 per cent expressed themselves as being normal 
and regretful. 

37 per cent stated that they were nervous, appre- 
hensive and jumpy. 

80 per cent were unaware of any physical change. 

53 per cent stated that they were unaware of any 
emotional change. 

43 per cent had a slight emotional change. 


In closing, I know that you as physicians 
will be proud to know that the medical corps 
of the armed services is a most important 
factor in the high morale and fighting spirit 
of our men, for the doctors on our large 
ships, the junior medical officer on the de- 
stroyer, and the doctor and hospital corps- 
men with the marines instill confidence by 
the daily, competent, efficient and kindly care 
they administer. When battle comes, the 


men enter it with the knowledge that if in- 
jured, there will be some medical person at 
hand whom they trust to give his utmost, 
even life itself, as has happened many times, 
to save life and limb. 

The officers and men on the Wasp were 
magnificent. There was never any panic. 
They courageously fought to save the ship. 
They risked their lives to help their ship- 
mates especially the wounded. They all de- 
sire to be assigned to carrier duty and get 
back into the fight. 

The Wasp had a brief life but a useful 
and a gallant one. It was the Wasp that 
brought much needed reinforcements to 
Malta when that is!and had little left to 
defend itself, and again it was the Wasp that 
was protecting badly needed marine rein- 
forcements on their way to Guadalcanal 
when our catastrophe occurred. And in all 
this only two minor neuropsychiatric cases 
developed. 

For a number of years, I have heard psy- 
chiatrists, educators, clergy and others speak 
of the deterioration of the American youth— 
born in the drunken, lawless prohibition era 
of the ‘twenties, raised in the depression 
days of the ’thirties. I tell you that we here 
should pay tribute to those 18-19-20 year old 
men who are winning the war and remaining 
stable. (Prolonged applause, the entire 
audience rising to its feet.) 
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NEUROSES RESULTING FROM COMBAT 
LT. COMDR. E. ROGERS SMITH, MC-V(S), U.S.N.R. 


It has been the experience of the neuro- 
psychiatric department of the U. S. Naval 
Hospital at Mare Island, California, to see 
a relatively large group of patients who seem 
to present a crystalline pure type of illness 
that has been described and discussed since 
World War One. War neurosis, shell shock, 
combat fatigue or what you will, has not 
only caught the popular fancy but has be- 
wildered the medical mind and eventually 
has become a diagnostic dumping ground for 
everything from paresis to malingering. It 
has been the bane of compensation boards as 
well as the boon of criminal lawyers. We 
are not sure whether we are seeing a new 
disease entity, appreciating that similar cases 
have been seen in the past. We do believe, 
however, that never before in history has 
such a group of healthy, toughened, well- 
trained men been subjected to such condi- 
tions as the combat troops of the U. S. 
Marine Corps faced during the days follow- 
ing August 7, 1942. The strain and stress 
experienced by these men produced a group 
neurosis that has not been seen before and 
may never be seen again. From the British 
we have accurate and informative descrip- 
tions of practically the same clinical picture 
which they saw after Dunkirk but there 
are differences both in etiology and 
symptomatology. 

Much of our thought regarding the actual 
causative factors cannot be subjected to too 
much critical scrutiny. None of us at Mare 
Island was fortunate enough to be at 
Gaudalcanal during those days in August 
and we would be the last to be critical of 
the medical officers present for their failure 
to send us full and accurate psychiatric re- 
ports of what they observed during those 
days. Our limited knowledge had to be ob- 
tained from the men and officers who were 
present—the patients themselves. We do not 
believe that their illness can have colored 
the picture too much. These men do not 
like to exaggerate their trials—in fact they 
do not like to talk about them. But in their 
composite story give a picture of physical 


and mental strain that combines the best of 
Edgar Allen Poe and Buck Rogers. One 
cannot help but believe that the enemy made 
a careful study of our psychology and our 
ways of thinking and living and used this 
knowledge this campaign. 
Most of us consider the night as a time for 
rest and sleep but the Japs centered their 
activities during this period. They were 
taught a few American words or phrases, 
chiefly threatening or profane, and they filled 
the dark hours with this abuse. They were 
Machiavellian in their cleverly timed bomb- 
ings and raids. Sleep was impossible or 
No one can sleep when every 
hour brings the sound of dive bombers or 
the crash of shells. Even with the possi- 
bility of dietary regularity, digestion is not 
enhanced by raiding parties or too neighborly 
bombs. All of these men lost weight and 
they were not pudgy when they landed on 
the beach. Weight losses in muscular, tough- 
ened young adults ran as high as 45 pounds. 
Rain, heat, insects, dysentery, malaria, all 
contributed—but the end result was not 
blood stream infection nor gastro-intestinal 
disease but a disturbance of the whole or- 
ganism—a disorder of thinking and living— 
of even wanting to live. And this incredible 
strain lasted not one or two days or nights 
but persisted and increased for months. This 
was not the quickly terminated but terrific 
rape of Pearl Harbor, not the similarly acute 
days of Dunkirk. This was the worst of 
both of them, prolonged seemingly without 
end. 


against us in 


negligible. 


Fear of all kinds entered into the picture. 
Most men experienced fear as they ap- 
proached the beach. Some tell you of their 
fear of being afraid and of feeling relief 
and exhilaration as soon as they went into 
actual combat. But new attacks, new near 
bomb hits would relight fear—and all this 
was sure to take some toll. As the weeks 
passed, hope left most of these men—hope 
of winning the battle, hope of being aided 
or rescued. They were alone on this island 
and their expected relief did not come. They 
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had no way of knowing why it did not arrive. 
Soon they were sure that none of them 
would get off the island—they were ex- 
pendible, doomed. Soon this helpless hope- 
lessness overwhelmed them and contributed 
no small part to their final collapse. 

Fatigue produced by all these factors in- 
creased and wore them down. Painful ach- 
ing fatigue that they felt could never be 
relieved. And this in men trained to such an 
extent that they had known no fatigue dur- 
ing most of their periods of training. Only 
a few of these men showed an immediate 
appearance of symptoms. We feel that these 
few were the constitutionally unfit or mal- 
adjusted—that they are not the true neuroses 
caused by combat. But no definite time or 
period of break can be stated or could it 
be foretold. Some of the men felt after two 
or three weeks that they were near collapse 
and would seem to regain their normal poise 
only to crash sometime much later. Some 
would be symptom free until after they were 
well out of combat zone. Infection, as an 
activating agent, cannot be ignored. Many 
of these cases do not collapse until far from 
the combat zones when malaria or dysentery 
strikes, the added weight of infection pre- 
cipitating the clinical picture. 

To all of us the similarity of complaints, 
symptoms and objective findings is almost 
beyond understanding. In this group we 
have all types of physiques, mentalities, emo- 
tional environment, and educational types 
—and yet clinically they were all the same 
individual, with identical complaints and 
symptoms. Headaches, lowered thresholds 
to sharp noises, periods of amnesia, of panic, 
sensory somatic complaints, marked muscular 
hypertonicity, tremors generalized or limited, 
functional palsies. Even after their arrival 
at our hospital the slightest sharp or sudden 
noise would cause them to jump or run from 
the room. Many arrived with cotton stuffed 
in their ears, and on the returning transport 
many of them required physical restraint if 
there was test firing. When we saw them, 
at least three weeks after combat, they had, 
according to their own statements, improved 
immensely. 

Intellectually, these men are normal. Emo- 
tionally, they were tremendously unstable— 
showing unbelievable neuro-muscular ten- 
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sion, frequently close to tears or very short 
tempered. A mild reprimand might produce 
some sort of an outburst or an AWOL. 
And the fear that they would be thought 
“yellow” was universal. They feel that they 
are cowards, and envy those who have a leg 
shot off, or have a visible wound which is a 
badge of honor. Their wounds are wounds 
of fright and tears. We found one of our 
first duties to these newly arrived patients 
was to endeavor to relieve them of this 
thought of cowardice and it was pathetic to 
see how grateful they were, when told that 
no one could ever consider them cowards. 
They soon found that they could not tolerate 
alcohol. Men that formerly were proud of 
their ability to carry their liquor promptly 
found that a couple of short beers would 
make them cry like babies or want to fight 
every one in sight. 

The onset of the clinical picture is so vari- 
able that little conclusive information can be 
offered. Only occasionally did a true case 
appear after a brief period of combat. Many 
schizophrenics, psychotics and other types of 
neuroses were shipped back with the diag- 
nosis “‘psychoneurosis, war neurosis,” and 
just as many war neuroses were called 
dementia precox. It is with no feeling of 
criticism that we mention this; a patient in 
an acute period of panic can resemble nearly 
any psychiatric entity. These patients were 
seen only briefly by their medical officers in 
the field while we were able to see them 
over a period of weeks. It is interesting to 
note that in our entire group with a final 
diagnosis of war neurosis, only 5 per cent 
came from Pearl Harbor while during the 
period from November 2, 1942 when our 
first Gaudalcanal cases arrived until Febru- 
ary 1943, we saw our remaining 95 per cent. 
We feel that from this observation we might 
advance the hypothesis that this type of 
neurosis results from the prolonged combat, 
and not from brief, though severe battles. 
We cannot successfully evaluate the resis- 
tance of any individual to such a strain as 
these men experienced. Too many condition- 
ing or influencing factors must be present. 
Each man must have a breaking point, a 
point beyond which he cannot carry on, a 
point when exhaustion, tension, fear, disease 
exact their toll and cause the pictures that 
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we saw. To compare them, or their minds 
to a battery is not too apt, but we know that 
a cheap or defective one is good for so many 
hours of work while the more expensive or 
perfect one will carry through twice as long. 
This simile is suggestive of organic pathol- 
ogy and this must be definitely considered. 
Our histories show that many of those men 
were subjected to severe concussion, were 
unconscious and showed brief periods of 
amnesia, aphasia and transient palsies that 
pointed toward cerebral structural distur- 
bance, whether hemorrhage or edema. True 
it is that few positive findings were elicited 
in neurological examination but all of us 
have seen many post traumatic cases, truly 
organic when all types of examination weeks 
later gave us no positive findings. It must 
be clearly stated as our belief that while 
many of these cases have had an organic 
component in the onset, this has faded into 
the functional when they reached us, and 
we see no such organic picture in this group 
of neuroses due to combat. Concussion and 
epileptic cases, as well as many kinds of 
functional disturbance have shown improve- 
ment following trauma, either accidental or 
surgical. Medical history is full of faith 
cures and surgical relief of functional ner- 
vous disturbances, but unfortunately few of 
these cures are permanent. I do not wish 
to fly in the face of neuro-surgical opinions 
already expressed because I feel that surgical 
intervention has been wise in a certain num- 
ber of post-concussion cases. In a large 
group of head injuries or cerebral concus- 
sions such as have been seen on the West 
Coast during the last six months, a certain 
number of hydromas and hematomas are 
sure to be present and these naturally require 
operative intervention. I do not believe that 
an actual neurosis, resulting from combat, 
requires such treatment. From the South- 
west Pacific, we see two distinct types of 
cases, roughly called psychoneurosis; the 
one, dull, apathetic intellectually obtunded, 
showing the typically accepted picture of 
mild but definite organic pathology. These 
are quickly recognized and should be sub- 
jected to neuro-surgical investigation, and 
even surgery. The other, and far more 
numerous group, is the one I have attempted 
to describe, the real neurosis, the anxious, 


uly 


tense, hypersensitive, explosive, fatigued man 
who shows no residuals of trauma, who is 
not now in any sense the picture of the 


organic disturbance of the central nervous 
system. 

Ve cannot help but wonder what prog- 
nosis to expect in these men. Naturally our 
ideas are as yet vague. 
the outlook 


We must consider 
from several view points. What 
is their individual chance of recovery. Can 
they return to full or limited duty. Can they 
adjust to civilian life? And what if any 
permanent residuals can we expect to see? 
All of us feel certain that very few of these 
cases of war or combat neurosis can return 
to full or combat duty. In fact, the man that 
expresses the wish to return to combat is 
regarded with suspicion and we feel that he 
is not as well as we thought. Ten to fifteen 
per cent are being sent back to limited duty 
and in some of these cases we are being 
disappointed by too prompt recurrence of 
tension and anxiety states. It is our hope 
to give these men 6 months duty within the 
continental limits before considering their 
to full duty; and while that proba- 
tional period has not yet passed we are all 
very doubtful that any of them can go back 
to the action they faced last fall. It is of 
rse possible that some of them can eventu- 
ally carry out the duties of their rank both 
at sea and ashore. Most of the men leaving 


return 


cou 


the service should be able to return success- 
fully to civilian life. No one can say as yet 


whether they will be as useful and successful 


as they were before their combat experience. 
[t is possible that some may be more emo- 
tionally unstable, im- 
pulsively reactive to sudden stimuli. How- 
ever, one cannot help but feel and hope that 
they will succeed. Most of them when they 
left the service were asymptomatic and they 
must have gained some poise, some value 
from their military service. 

It is equally difficult to make any con- 
structive suggestions regarding therapy. In 
such cases, we do not feel that it is entirely 
a problem of screening at the recruiting sta- 
tions or the boot camps. We are bound to 
see in our hospitals a certain number of 
psychopaths, pre-psychotics and constitu- 
tional misfits because all of them cannot be 
quickly and surely recognized ; all of us will 
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admit we miss too many. But these marines 
with neuroses due to combat, would easily 
have withstood any but the most exacting 
psychiatric scrutiny—and I cannot help but 
wonder how many of us could stand such 
an investigation. Attempts are being made 
to formulate tests such as those suggested by 
Mira whereby these cases can be recog- 
ized shortly before their crash. This is sure 
difficult and would require a large 
group of rather unsually well-poised medical 
officers, particularly if the tests are to be 
done in the combat zone. 
In most of our cases, 


to be 


ve found the Weir 
Mitchell treatment of an ocean voyage defi- 
nitely helpful. 
cases told 


La . 


All except the most severe 
of marked relief through the trip 
back to this continent. Perhaps this relief 
All of them at first 
thrived on quiet and food and absolute rest. 
But rest can be too prolonged. At the end 
of a few weeks we saw restlessness and ten- 
sion in many. Occupational therapy has been 
limited and many patients felt futile in these 
minor chores. We all feel that once the 
tension is lessened and the patient nearly 
asymptomatic, immediate disposal is neces- 
sary. We should decide what should be done 
with each individual; whether to duty or to 
home, and let them know. Indecision is 
especially damaging to these patients. Few 
of them know what they should do or what 
they want to do, except that they do not 
want to go back to Guadalcanal. These men 
returning to their homes on leave are being 
subjected to the indifferent contentment of 
the civilian population and workers, and they 
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ially situational. 


cannot help but ask themselves why they 
should return to combat. The farther they 
are removed from the combat area, the less 
they wish to return to it, and such thoughts 
are not those of a “gold brick.” 

But after all, the constitutional psycho- 
paths, the anxiety neurotics, and the neuroses 
due to combat are returning surely, but not 
necessarily slowly, to civilian life, and they 
will return in ever increasing numbers to 
the extent of 30 per cent of the casualties of 
war. When our naval and military personnel 
is numbered in millions, it is not difficult to 
realize the tremendous problem that con- 
fronts us now and will confront us when the 
war is over. It is a problem related to our 
civilization. In other civilizations, and even 
in other periods of the evolution of our own 
democracy, there was no problem; there was 
the firing squad. Today, there is the tre- 
mendous task of weighing each boy in the 
balance, of judging his past, in relation to 
his present clinical picture, of tempering 
discipline and punishment with understand- 
ing and sympathy. At the same time, main- 
tenance of morale and military spirit is the 
problem of every medical officer in the ser- 
vice. When should a man be censured for 
demonstrating uncontrollable fear? And no 
less important is the attitude of the civilian 
population. If we reward failure and fear 
indiscriminately, by unconditional release of 
large numbers of men from all obligations 
of war, and if we pension them in a reckless, 
haphazard fashion, then those who remain 
to fight, to carry on, have no incentive to 
endure. 


PSYCHIATRIC DIAGNOSIS OF SUBDURAL HEMATOMA AND 
EFFUSION FROM BLAST’ 
LIEUTENANT COMMANDER WALTER D. ABBOTT, MC-V(S) U.S.N.R., 
LIEUTENANT FLOYD O. DUE, MC-V(S) U.S.N.R. 


AND 


LIEUTENANT WILLIAM A. NOSIK, MC-V(S) U.S.N.R. 


In the present conflict, high explosive 
blast is responsible for many casualties. 
These injuries occur as a result of bomb 
and shell blast, from torpedoes exploding in 
compartments and from concussion blasts 
of depth bombs which are transmitted 
through water. Many of the victims are 
killed immediately, but show no external 
injuries. Others are unconscious for varying 
periods of time, and when _ hospitalized 
demonstrate symptoms of extensive injury 
to the viscera of the thorax and abdomen. 
Atmospheric blast apparently exerts its out- 
standing effect upon the thoracic contents 
(1, 2), and immersion blast upon the ab- 
dominal contents, although autopsies on fatal 
cases reported by Ecklund(3) demonstrated 
that lesions occur in both areas in immersion 
blast. Extensive effusion of blood and fluid 
into the pleural spaces, hemorrhage into the 
pulmonary tissues, miliary mucosal and sub- 
seral hemorrhages of the intestine, massive 
extravasation of blood into the peritoneal 
spaces and even perforation of the bowel 
are described by the above observers. Evi- 
dence that the central nervous system and 
its membranes are also participants in 
extensive hemorrhagic injuries has been 
brought out by several observers. Hamlin 
(4) tabulates his neurological observations 
of 12 cases of immersion blast injury and 
concludes that the nervous system is liable 
to a relative degree of injury. At least 3 
of these 12 cases demonstrated neuropsy- 
chiatrjc abnormalities by clinical study and 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 

From the Neuropsychiatric and Neurosurgical 
Departments, U. S. Naval Hospital, Oakland, Cali- 
fornia. 

The opinions and views set forth in this article 
are those of the writers and are not to be considered 
as reflecting the policies of the Navy Department. 
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another demonstrated a subdural hematoma 
in the left temporal area at autopsy. It is 
notable in view of the data to be presented 
that the subdural case manifested no neuro- 
logical evidences of the intracranial lesion, 
but a summary of the clinical course of this 
same patient by Palma and Uldall(5) in the 
same symposium discloses that the patient 
was so wildly excited, disoriented and de- 
lirious that therapeutic attempts were diff- 
cult. Although Hamlin concluded that this 
lesion must have been due to a direct blow 
rather than blast, succeeding studies dem- 
onstrate that this deduction is not necessarily 
warranted. Austen and Willard(6) reported 
a case of abdominal and thoracic injury due 
to blast in which evidences of an intracranial 


process appeared. They were uncertain 


whether this was a pyogenic infection, meta- 
¢ | 


static from a lung abscess or a result of 
hemorrhage which they speculated might 
have been caused by venous back-pressure 
incidental to the blast concussion wave. Ex- 


perimental underwater concussions utilizing | 


guinea pigs by Graves and his collaborators 


(7) demonstrated that extensive epidural | 


and subdural hemorrhages occurred in 4 
animals that were blasted with their heads 
under water. Gross brain lesions had been 
uniformly absent 


heads above the surface. 


in animals blasted with | 
The authors(8) | 


have reported 10 cases of subdural hematoma | 


and effusion resulting primarily from air- 
borne blast, but including one whose injury 
occurred while immersed in water. These 
patients had been evacuated to the mainland 
with various diagnoses such as psychoneuro- 
sis, war neurosis, traumatic neurosis, “post- 
concussional state” and epilepsy. 


PATHOLOGY 


We have now observed more than 25 cases 
in which collections of either old blood or 
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xanthochromic fluid have existed in the sub- 
dural space. (Fig. 1.) 

The occurrence of subdural hematoma is 
a not uncommon result of head injuries in 
civilian life and is considered to result from 
rupture of small veins between the layers of 
the dura or between the inner surface of the 
dura and the arachnoid. Although there are 
only a few reports describing subdural effu- 
sion, the knowledge of this pathological en- 
tity is not new. Naffziger(g) reported its 
occurrence in 1924 and speculated that 
trauma causes tears in the arachnoid allow- 
ing fluid to accumulate in the subdural space. 
He considered, at that time, that this con- 
dition was of common occurrence and that 
evacuation by means of a small subtemporal 
opening was followed by gratifying results 
in relieving hemiparesis and symptoms of 
increased intracranial pressure. McConnell 
(10) 1942, reported several cases of sub- 
dural effusion following head injury and 
concussion from direct blows on the head. 
He observed that some of these collections of 
fluid progressed, leading to increase of symp- 
toms, and others remained stationery causing 
a failure of complete clinical recovery. 

The mechanism of this fluid retention and 
failure of absorption has been explained as 
due to the fact that there is a closed mem- 
branous compartment containing fluid of a 
higher protein content than the surround- 
ing media. This, following the laws of os- 
mosis, tends to draw fluid from the sur- 
rounding areas and may therefore become 
larger until an equilibrium is established. 

Almost one-half of the subdural collec- 
tions of fluid, as a result of blast, have been 
bilateral; and in a predominant number of 
those measured the protein content approxi- 
mated 300 mgms. per 100 cc. In other cases 
mixtures of old blood and xanthochromic 
fluid occurred and in several frank blood was 
present. In one case there was a large hema- 
toma over the right cerebrum and a moderate 
amount of xanthochromic fluid on the left. 


OPERATIVE TECHNIC 


Treatment consists of a perforator open- 
ing over the superior temporal area under 
avertin anesthesia. (Fig. 2.) 

Careful hemostasis is secured in order to 
assure a dry field and accurate assay of the 


subdural fluid. The dura is tense, often 
bulges and pulsations of the brain are not 
visible. When the dura is carefully incised, 
varying amounts of fluid escape, occasionally 
under enough pressure to cause a spurt of 
several inches. The subdural space is care- 
fully explored with a blunt elevator and 
more fluid is often released. The arachnoid 
is observed to be intact. The brain becomes 
pulsatile and a small rubber catheter is placed 
over the temporal lobe and led out through 
the incision. Further drainage of fluid is 
often evident on the dressings. 

The drain is removed the next day, and 
the patient becomes ambulatory within two 
or three days. 


DIAGNOSIS 


It is our belief that this condition is over- 
looked because of the paucity of neurologi- 
cal findings. Six patients, or only 20 per 
cent, have demonstrated sufficient neuro- 
logical abnormality to warrant pneumoen- 
cephalography, if one utilizes the ordinary 
criteria for its indication. Apparently a large 
amount of fluid is necessary in the subdural 
space to effect enough dislocation of the 
brain to produce neurological signs. How- 
ever, the presence of fluid in this abnormal 
location, does create sufficient personality 
disturbance and intellectual impairment to 
be noticeable on careful psychiatric and psy- 
chometric examination. 


History 


There is a clinical history of blast, usually 
8-100 feet distant, followed by varying 
periods of unconsciousness. Disorientation 
and confusion, described by the patients as 
“haziness” may exist for one or two days. 
Often the uniforms are blown off by the 
blast and several patients have related that 
their helmets were smashed. Frequently, 
companions nearby are killed by the same 
blast. 

Bleeding from the nose, ears, penis and 
rectum is occasionally recalled as is hemop- 
tysis with cough which is probably due to 
blast injury of the lungs. 

Headaches of an intermittent type, in- 
creased by exertion and often nocturnal, are 
persistent. Dizziness upon bending, difficulty 
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in concentration and transient memory de- 
fects are frequently cited. Deafness of a 
perceptive type has not been uncommon. 
Syncope and convulsions have occurred in 
several cases. Personality changes are of 
varying degree and in one a_ psychosis 
existed. 


PsycCHIATRIC EXAMINATION 


The differential diagnosis lies chiefly be- 
tween the psychoneuroses and organic brain 
damage. It is our experience that these can 
be objectively and fairly accurately sepa- 
rated as the subdural cases have presented a 
clinical picture quite different from the “war 
neuroses” and anxiety hysterical states. In 
the latter, a state of anxiety and tension is 
clearly evident with a great deal of pres- 
sure, insomnia and repetitive dreams in 
which battle experiences and death are 
prominent. Extreme hypersensitivity to loud 
noises and plane motors exists. Physiologi- 
cal evidences of sympathetic over-stimula- 
tion are present with dilated pupils, dermato- 
graphia, tachycardia and cold, moist and dis- 
colored extremities. Acquired intellectual 
impairment is not demonstrated by test 
procedures. 

Two syndromes presented by subdural 
cases were described in a previous publi- 
cation(1I). 

In the syndrome occurring most fre- 
quently, dulness is the outstanding feature. 
There is profound retardation in intellectual 
activity and personality interrelationships. 
The facies is mask-like with little play of 
facial expression. The emotional tone has 
the “feel” of dulness or vacuousness. Re- 
sponse times are slow, and attention is im- 
paired. Answers to questions are exception- 
ally barren in description and detail. The 
whole approach to life situations, as exempli- 
fied in the interview, is one of superficiality 
and attempt to avoid any complicated mental 
activity. There is a remarkable lack of push 
or initiative and persistence in relating com- 
plaint of headache is absent. The extent of 
the ideational retardation is brought out by 
the changes in the habit of letter writing. 
Whereas, previous to the blast, the patient 
may have frequently written letters of three 
or four pages, he now writes rarely and sel- 
dom over one or two pages. When the 
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SPECIALIZED TECHNICS 

RORSCHACH TEST 
The Rorschach test is an excellent diag- 


nostic aid in borderline cases especially in 
ruling out the psychoneuroses. In g sub- 
dural cases a remarkably consistent pef- 
formance has been obtained which conforms 
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to the findings in intracranial tumors re- 
ported by Harrower Erickson(12). 
There is profound restriction and 
striction with low productivity of 4 to 15 
responses. These are predominately of the 
popular ; whole variety with no 
originality and little attention to detail. 
I'-responses are not as common as might be 
expected as most of the responses are of the 
popular variety. A high F per cent demon- 
strates a poor range of personality reactivity 
and spontaneity. Chiaroschuro of the K 
variety is seldom present and the FK de- 
terminant has not appeared in any patient 
yet tested. A previously well-adjusted per- 
onality with much higher potentialities than 
the present performance may be suggested 
by several good human movement and form- 


“easy” 


color responses. These findings correlate 
5 | 
Fic. 3. 


very closely with the established Rorschach 
criteria outlined by Harrower Erickson and 
Mlopfer and Kelley(13) for organic brain 
disease in which increased intracranial pres- 
sure is a factor. A composite psychogram of 
six pre-operative cases is appended. (Fig. 3.) 

Interpretatively, this performance can be 
characterized as a superficial, rather vague 
adjustment with little drive toward an ana- 
lytic survey of the environment. Reduced 
productivity and lack of originality go along 
with the lack of “push” and initiative and 
the dearth of ideation demonstrated by the 
patients clinically. 

The degree of intellectual deterioration 
expected in order to attain 5 or more of 
Piotrowski’s(14) signs occurred only once. 
A diffuse type of cortical disease of marked 
degree is therefore unlikely in the majority 
of cases. 

In differential diagnosis, anxiety and con- 
version neuroses are likely to give a typically 
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neurotic performance with color shock, lack 
of human movement and predominance of 
animal movement. Productivity is likely to 
be greater than 15 responses and the mental 
approach usually demonstrates some degree 
of balance between whole and detailed 
responses. 


SHIPLEY-HARTFORD RETREAT SCALE FOR 
MEASURING INTELLECTUAL IMPAIR- 
MENT(I5) 


The Shipley-Hartford Retreat Scale for 
neasuring intellectual impairment has been 
very useful in estimating the previous intel- 
lectual level of the patient in comparison 
with the present functional level. The test 
comprises a self administering vocabulary 
scale and a test of abstractions, the ranges 
of which have been standardized for the 
various mental ages. It is well known that a 
test of vocabulary function gives an estima- 
tion of the original level of intelligence as 
this faculty is not readily affected by organic 
brain disease. To the contrary, the abstrac- 
tion score derives from that faculty which is 
first and usually predominately affected by 
an organic process. A comparison of the 
two scores (“conceptual quotient’), there- 
fore, furnishes an indication of the degree of 
acquired intellectual impairment. Concep- 
tual quotients below 100 are in the direction 
of impairment. The ability to perform ab- 
stractions depends primarily on the integrity 
of the frontal lobes and a subdural lesion 
lying over the parietal lobe and not affecting 
the frontal lobe characteristically fails to 
show any significant impairment. 

In 25 cases of subdural hematoma or 
effusion only 3 attained conceptual quotients 
above 100. Below 100 the scores ranged 
from 54 to 98 and the average score of the 
entire group was 83. In 3 cases the entire 
level of the test including vocabulary was 
lower than the estimated previous intellectual 
function. The range of vocabulary scores 
was from 8 to 38 with an average of 26, 
while the range of abstraction scores was 
from 4 to 36 with an average of 18. The 
average mental ages were: vocabulary, 15.5; 
abstractions, 12.8; total, 13.7. Fifteen of 
the 25 cases derived conceptual quotients 
below go and 3 could not be computed be- 
cause both levels were too low. Only 7 cases 
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attained conceptual quotients of 90 or above. 
In 3 of these the lesion was localized in the 
parietal area and did not involve the frontal 
lobes. 

Some degree of validation of the signifi- 
cance of these results was afforded by ad- 
ministration of the test to 18 “normals’’ com- 
prising enlisted candidates for officers train- 
ing school. Only 2 of these controls derived 
conceptual quotients below 90 and both of 
these individuals had been independently con- 
sidered by another examiner to be psychi- 
atrically abnormal, probably latently schizo- 
phrenic. 


ELECTROENCEPHALOGRAM 


Recently, encephalographic studies by 
means of a single channel machine have been 
added to the diagnostic study. Despite the 
handicaps of using a single channel device, 
fairly high correlations have been demon- 
strated between the pneumoencephalogram. 
operative findings and existence of dys- 
rhythmia over the affected area. 


PNEU MOENCEPHALOGRAM 


When the aforementioned clinical and psy- 
chiatric indications exist, pneumoencephalog- 
raphy is performed. In this procedure all the 
fluid is removed, a somewhat larger amount 
of air than fluid is replaced and the head is 
carefully rolled from one side to the other 
in the possible planes. Spinal fluid studies 
from the withdrawn fluid occasionally dem- 
onstrate an increased total protein content 
but generally this category is within normal 
limits. Spinal fluid pressure usually is ele- 
vated, but the absence of this does not pre- 
clude subdural hematoma. 

The pneumoencephalogram demonstrates 
non-filling of the subarachnoid channels in 
portions of the cerebral convexity. These 
defects are apparent in some or all of the 
projections which are made both stereoscopic 
and plane, 12 views being taken in all. 

Analysis of the pneumoencephalograms 
and operative findings demonstrates a cor- 
relation of about go per cent as to whether 
a probable lesion does or does not exist. The 
roentgenological staff is preparing for future 
publication data relative to the pneumoen- 
cephalographic diagnosis of this condition. It 
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must be emphasized that a careful study of 
the subarachnoid channels following adequate 
drainage of cerebrospinal fluid and replace- 
ment with air, must be accomplished as only 
3 of the 25 cases demonstrated a ventricular 
shift. 


CAsE HISTORIES 


CasE 7.—E. M. P., Lieutenant commander, age 
38. This patient was in the immediate vicinity of 
much bombing and shelling in the Asiatic area. 
Two explosions occurred near him, the first, an 

lunition dump about 100 yards away and 
ther, a bomb blast while he was in a tunnel. 
The latter knocked him down, tore his clothes off 


1d caused nasal hemorrhage. He was dazed for 
several days and does not remember whether or not 
there were any other manifestations of hemorrhage. 
‘ollowing this, the patient became “nervous,” irri- 
Inadequacy in the 
performance of his duty was not improved by leave 
and rest. He found that he could not write the 
simplest reports without much effort and repeti- 
tions. His hearing was impaired and some syncopal 
unconscious at one 
time and fell off a pier into the water. A Board of 
Medical Survey considered him unfit for duty in the 
combat zone and he was transferred to this hospital 
with a diagnosis of psychoneurosis, war neurosis. 

Neurological examination disclosed a slight un- 
steadiness of gait, a mildly positive Romberg and 
dysmetria on finger to nose test. Audiometer 
demonstrated 60 per cent hearing loss of a percep- 
tive type, bilaterally. Upon psychiatric examination, 


table and unable to concentrate. 


ttacks occurred. He became 


he presented tremulousness, impairment of concen- 
tration, slight memory loss and emotional lability 
with instability and excitability. Abstractions to 
proverbs were fair, but probably not up to his 
original level. 


SHIPLEY-HARTFORD RETREAT SCALE FOR 
INTELLECTUAL IMPAIRMENT 


Mental 

age level 
38 20.2 


Conceptual quotient: 93. 


Interpretation —Although this was not far in the 
direction of impairment, the abstraction level of 
16.5 was considered to be inadequate as compared to 
his obvious previous high level of intelligence and 
achievement. 

Pneumoencephalograms demonstrated nonfilling 
of the subarachnoid spaces of the upper parietal 
regions bilaterally. Spinal fluid protein was 35 
mgms. per cent. 

Perforator openings disclosed a large subdural 
hematoma on the right side and a subdural effusion 
on the left. Following the operation the patient was 
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decidedly improved subjectively. He appeared to 
be more relaxed, and showed a greater play of 
facial expression. Emotional lability was reduced 
and the previous tense irritability was absent. His 
hearing was subjectively improved. Prolonged ob- 
servation failed to reveal any reversion to his 
previous condition, and to the contrary he demon- 
strated gradual improvement. On the Shipley- 
Hartford Retreat Test done postoperatively he 
derived an abstraction mental age of 19.7 and a 
conceptual quotient of 111. He has returned to 
limited duty. 


CasE 22.—N. L. B., Seaman, 2d Class, age 23. 
This patient was referred to the neuropsychiatric 
and neurosurgical departments by the commanding 
officer because of repeated violations of regulations 
during his convalescence from multiple wounds in 
the back resulting from shrapnel. He had incurred 
these injuries during shelling of his ship in August 
1942. The patient states that he was rendered un- 
conscious by the blast and was “hazy” for a day 
thereafter. Headaches and dizziness had persisted 
until these examinations. He was transferred to the 
mainland and X-ray examination demonstrated 
numerous metal fragments in the soft tissues of 
the posterior thorax and upper lumbar area. Frac- 
tures of the left fifth rib and scapula were present. 

Improvement of the wounds was progressive, but 
the patient showed decided evidence of a change in 
personality. He was repeatedly absent without 
leave and disciplinary measures failed to develop a 
sense of responsibility. He was placed in the 
psychiatric ward where it was necessary to detail a 
special watch to prevent him from wandering off in 
an aimless fashion. Psychiatric history failed to 
disclose any previous disciplinary difficulties in the 
home, school or service. He graduated from high 
school, but had failed three grades. Examination 
revealed an exceedingly dull and vacuous individual 
with very little “push” or initiative. His emotional 
tone was flat and he evinced no anxiety concerning 
his status as a prisoner. His response times were 
slow and ideation decidedly barren. His compre- 
hension of orders and directions was very poor. 
Calculations were slow and erratic. He subtracted 
sevens from 100 serially, very slowly and with four 
mistakes. He could return only five digits forward 
and four in reverse. The poor quality of his judg- 
ment was outstanding as demonstrated by his 
irresponsibility. 


THE SHIPLEY-HARTFORD RETREAT TEST FOR 
INTELLECTUAL IMPAIRMENT 


Mental 
Score age level 
ADSYACHON 8 9.9 


Conceptual quotient: 68. 


Interpretation—Low average intelligence, origi- 
nally, with strong evidence of intellectual impair- 
ment. 
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Rorschach InterpretationRemarkably barren in 
ideation and productivity with no originality or 
initiative. Vague, superficial appraisal of the en- 
vironment with no drive toward an analytical 
survey. Little emotional reactivity exists. There 
are 5 of Piotrowski’s signs of organic brain disease. 
The test as a whole is compatible with organic brain 
disease and with intellectual impairment. (Fig. 4.) 

Congenital mental deficiency was unlikely in view 
of his Shipley vocabulary score and the nature of 
his Rorschach responses. 

Pneumoencephalogram demonstrated well-filled, 
normal ventricles. The subarachnoid channels over 
the vertex for about 3 cm. on each side of the 
midline were not well-filled. Spinal puncture gave 
normal initial pressure and serology. Total protein 
was 30 mg. per cent. 

Craniotomy was performed March 3, 1943 by 
means of perforator openings in the subtemporal 


RORSCHACH PSYCHOGRAMS, CAS# 22 


PRE-OPERATIVE 


<< | 


POST-OPERATIVE 


Fic. 4. 


areas. There was an escape of a large amount of 
old bloody and xanthochromic fluid on the left side. 
Only a small amount of fluid was evacuated from 
the right side. 

Postoperatively the patient is still dull and gives 
evidence of intellectual impairment implying that 
the subdural effusion was only a part of his total 
pathological intracranial process. However, he is 
no longer psychotic, is responsible and dependable 
and shows Rorschach signs of improvement. 


POSTOPERATIVE RESULTS 


A brief analysis of postoperative results 
is undertaken although conservatism de- 
mands that final conclusions be reserved for 
a longer period of observation and follow-up. 
Practically all of the patients have improved 
symptomatically with relief of headaches, 
memory disturbances and impairment of 
ideation. Clinically the patients are more 
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spontaneous and exhibit a more expressive 
facies. Their response times are within nor- 
mal limits. Emotional lability and explosive- 
ness is decreased. Some of the cases, how- 
ever, still retain evidences of organic brain 
syndrome with intellectual defect and mild 
impairment of restraint, but not to the ex- 
tent previously noted. 

Shipley-Hartford Retreat scores demon- 
strate improvement in 17 of the 25 cases. 
The vocabulary score remains essentially the 
same, but the average abstraction score im- 
proves to an extent of 1.4 years, mental 
age, t.e., from 12.8 to 14.2. The average 
conceptual quotient of the group rises from 
83 to 93, or an increment of 10. This is 
double the “practice effect” determined on a 
group of 33 controls of varying mental ages 
and conceptual quotients. In this group the 
average conceptual quotient was go on the 
first test and 95 on the second effort. 


COMPOSITE PSYCHOGRAM 


w 


SIX POST-OPERATIVE CASES. 


Fic. 5. 


The Rorschach test demonstrates residual 
personality and intellectual impairment in 
all of the 6 patients that have been so far 
tested before and after craniotomy. How- 
ever, there is a decided increase of produc- 
tivity, a trend toward a more analytical sur- 
vey of the environment, and a dilation of 
the personality as exemplified by the appear- 
ance of more animal movement, texture and 
form-color responses. None of these 6 cases 
failed to show some evidence of improve- 
ment. (Fig. 5.) 

The accompanying composite psychograms 
are the performance averages of the same 6 
patients done pre-operatively and _post- 
operatively. (Compare Fig. 3.) 


CoNCLUSION 


1. Subdural hematoma and effusion are 
complications of high-explosive blast injuries. 
2. Diagnosis of these conditions depends 
primarily on psychiatric estimation of per- 
sonality changes and intellectual impairment. 
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Neurological abnormalities are absent in ap- 
proximately 80 per cent of the cases. 

3. The Shipley-Hartford Retreat Scale 
and the Rorschach test are effective aids in 
the diagnosis of this condition. 

4. Pneumoencephalograms demonstrate ab- 
sence of cortical markings in the involved 
area. 

5. Improvement following evacuation of 
the fluid is demonstrated clinically, by the 
Shipley-Hartford Retreat Test, and by means 
of the Rorschach technique. 
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A PRACTICAL RED CROSS PROGRAM FOR THE SOCIAL REHABILI- 
TATION OF PSYCHIATRIC CASUALTIES IN THE 
UNITED STATES NAVY * 


MARGARET HAGAN? ann ADDISON M. DUVAL, M.D.,? Wasuincrton, D. C. 


The psychiatric social work in the U. S. 
Navy is done by the American Red Cross op- 
erating in units at naval training stations and 
in naval hospitals. Ernestine Lewin(1) pre- 
sented the work of the psychiatric workers 
in the naval training stations at the 1942 
annual meeting of the American Psychiatric 
Association. This aspect of the program ably 
covered the role of the Red Cross in the 
process by which the navy attempts to iden- 
tify the unstable and to return them to their 
homes prior to a breakdown. This is a pre- 
ventive operation. 

This paper, therefore, will deal with the 
therapeutic aspects of the psychiatric social 
work of the American Red Cross with the 
neuropsychiatric casualties of the navy, and 
specifically the psychotics and severe psycho- 
neurotics requiring a more extensive period 
of hospitalization. Such casualties are sent 
either to St. Elizabeths Hospital in Washing- 
ton, or to the U. S. Public Health Service 
Hospital in Fort Worth, Texas. 

The present Red Cross program at St. 
Elizabeths is twenty-five years old, and, since 
we must have a frame of reference, we have 
chosen to describe it with the reminder that 
similar programs exist or could exist in all 
continental and territorial naval hospitals. 
It is administered by a psychiatric social 
worker and its correlated specialties are rec- 
reation, group therapy and psychiatric social 
work. It should be noted that the hospital 
itself considers that the Red Cross is in an 
advantageous position with reference to the 
patients since its workers are not paid either 
by the hospital or the armed services. Psy- 
chologically we are neutrals and the Red 
Cross House, the recreational center, is, as 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Mich., 
May 10-13, 1943. 

From St. Elizabeths Hospital, Washington, D. C. 

2 Field Director, American Red Cross. 

8 Senior Medical Officer, St. Elizabeths Hospital, 
Washington, D. C. 


Dr. William A. White once remarked, “the 
Hyde Park of the hospital” where the patient 
is free to denounce anything or anyone he 
chooses without fear but where he may if he 
chooses hear interpretative rebuttal. 

Certain observations underlie our philoso- 
phy and have influenced the evolution of our 
treatment program. These are: 


1. The patient has been unable to perform his 
work in the Navy satisfactorily. 

2. The patient has had or has difficulty with 
interpersonal relationships. 

3. These two difficulties are or may be related 
historically to previous similar failures. 

4. The psychoneurosis or psychosis is often 
heavily weighted with situational factors(2) since 
the patient in service when confronted with dif- 
ficulties cannot usually make use of the same 
psychological devices he has previously employed 
in civilian life, such as escape and compensatory 
activity. 

5. These situational factors are frequently re- 
lieved with the removal of the patient to a civilian, 
permissive environment such as St. Elizabeths. 

6. Although such patients apparently recover (we 
discharge 60 per cent of them) often without ex- 
tensive formal, individualized psychotherapy, they 
do receive real treatment and without this we be- 
lieve their present conditions would not be so 
amenable to treatment and their chances for recur- 
rences greater in after life. 


It will be noted that consideration of slow 
recoveries and patients under continued treat- 
ment has been excluded from this paper in 
the belief that the treatment described here 
may offer suggestions for similar wartime 
programs. However, with our chronic and 
slowly convalescing patients the same pro- 
gram is utilized as the patient’s condition 
permits. 

The following assumptions are basic to our 
treatment program: (1) That the patient 
was confronted with an emotional problem 
which he was unable to handle adequately ; 
(2) that the patient is insecure; (3) that he 
feels that he has either failed himself, his 
family, his country, the navy or all of them; 
(4) that he is sheepish over having a mental 
illness; (5) that he is apprehensive as to his 
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future because of his failure and the stigma 
attached to his diagnosis by the outside world. 

These assumptions are based on long ex 
perience with thousands of such navy pa- 
tients in peacetime and in war, from whom 
we have elicited these subjective expressions. 

Our treatment program is directed, there- 
fore, at giving the patient a chance to work 
his way out of these difficulties insofar as 
it is possible while he is with us. It is obvi- 
ous from the foregoing that treatment, 
broadly considered, is a continuum, and not 
an isolated phenomenon practiced only by 
analysts, psychiatrists, physicians and psy- 
chologists, but falls also within the province 
of attendants, corpsmen, hydro-, physio- and 
occupational therapists, nurses, psychiatric 
social workers, group and recreational work- 
ers, psychodramatists, fellow patients and 
others. These specialists, whose functions 
are disparate, must have a common goal for 
the patient and a common philosophy under- 
lying their contacts with him. It is essential 
that they have mutual respect and under- 
standing for one another’s policies and 
technics. 

At St. Elizabeths, the psychiatric social 
workers of the Red Cross see each navy 
patient as soon as possible after admission 
and as frequently thereafter as indicated. 
When pressure of work prevents this early 
contact the consequences have been noted 
in lowered personal and ward morale, inse- 
curity and frustration with an increased sense 
of hopelessness. ‘The worker therefore must 
get into good rapport with the patient as he 
enters the hospital, be he officer, non-com 
or enlisted man; and she is his counselor, 
friend and in a sense his social arbiter 
throughout his stay in the hospital. She is in 
constant contact with his physicians and the 
other personnel who touch him; attends all 
staff meetings and has access to all records. 

Many of our patients’ relatives come to the 
hospital, sometimes from great distances, 
always under tension and often without hav- 
ing made adequate financial and housing 
arrangements. The reception of these rela- 
tives is managed entirely by our volunteer 
Gray Lady Corps working closely with our 
case workers and physicians. The psychiatric 
social workers take histories from these visit- 
ing relatives and are available for inter- 


of the patient so 


| July 
tative conferences with them throughout 
heir stay. This service alone materially les- 

the length of the doctor’s interviews, 
lus saving his time for the patients them- 
selves. In short, the hospital unit of the 
Red Cross operates in that still uncharted 
field which at St. Elizabeths is described as 

side social 


rvice work.” The knowledge 


sained from continuous 


direct contact with him and his aftairs in- 
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forms and influences the content of her 
xtra-mural function for, in addition to this 

in touch with the 
patient’s home com- 
munity. Her function in this area must be 
arried out by correspondence at which the 
hospital worker must be an expert in non- 
didactic mental hygiene teaching and inter- 
pretation. Fre 


Red Cross chapter in the 


m the chapters she must se- 
cure psychiatric social histories, emergency, 
interim and pre-discharge reports and to 
ischarge letter when 

the patient leaves the hospital. The worker 
ion and insurance 
service referrals. 
In her extra-mural work she is carrying out 
the familiar rol social 
rl 


them she must send a d 


is also concerned with pens 
matters and with selective 
e of the psychiatric 
<er in any mental hospital. 
or “inside social service 
work” is based on the needs of the patient 
The worker is 
the link not only between the patient and 
his home, but between the patient and his 
hospital environment. The patient himself 
focuses and in a sense guides her activity in 
his behalf. Her object is to help him make 
use of the extensive facilities which exist for 
his treatment. Her skills and the content 
she deals with—practical, definite, current 
put her into this rdle which in 
our experience is a therapeutic one. As a 
person our worker must be secure, outgoing, 
warmhearted. She must have horse sense 
and a belief in the dignity of working in the 
objective, some might say errand-running 
field, while at the same time she must have 
a grip on clinical psychiatry and dynamics 
which are so much a part of her that she 
is no longer vain about her information or 
its vocabulary and so makes proper use of 
her knowledge and is able to leave matters 
alone which primarily concern the doctor 
and the patient with no sense of exclusion 
or resentment. 
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As previously indicated, the psychiatric 
social worker has many resources within the 
hospital on which to draw and, since her 
rationale so demands, she must handle her 
initial rapport with the patient in such a way 
that he comes to realize that here within 
these walls lies an opportunity which many 
troubled adults in the outside world would 
envy, namely a period of time in which he can 
take stock of himself with psychiatrists to 
help him in the process, without the addi- 
tional burdens implicit in life beyond the con- 
trols of the hospital. Here, too, he will find 
many friendly people with whom he can ex- 
periment in the art of interpersonal relations, 
as he goes about his daily life with its suc- 
cesses and failures, its work and play. 

The limitations of this paper do not per- 
mit more than an indication of the group 
therapy program set up here under the Red 
Cross two and one-half years ago. Suffice 
it to say, that after experimentation it seems 
to be a therapeutic tool. The daily activities 
range from strenuous physical sports and 
dancing, to quiet games and group singing 
and to work in the psychodramatic theatre 
(3), where patients act out spontaneously 
with experienced technicians some of the 
problems besetting them. 

These problems are presented by the pa- 
tients themselves and may be conveniently 
grouped as family, hospital and employment 
problems. We have chosen to comment on 
this new area in social work and to give ex- 
amples from the psychodramatic field rather 
than to elaborate upon better known aspects 
and technics in psychiatric social work. 

The audience in the psychodramatic the- 
atre is composed of patients, workers and 
occasionally physicians. Spontaneous group 
discussion is the rule and is at all times free 
and unhampered. One result of such treat- 
ment which cannot be minimized is that the 
patient bringing his problem finds that his 
trouble after all is not so unique as he had 
supposed, that others, in fact most human 
beings, are confronted with similar difficul- 
ties. This realization tends, in our experi- 
ence, to lessen tension and to socialize the 
patient. Titles from recent sessions are sug- 
gestive of the content: 


1. How can I get loose from Mama? She wants 
me to stay home forever when I get out. I don’t 


like to hurt her, but I’ve got a job waiting for me 
in Texas. 


2. Why does the Red Cross stick its nose in my 
business ? 

3. Thoughts on throwing an ink bottle at a nurse 
when I found my name wasn’t on the movie list. 

4. What is discharge conference like and why 
must one go to it anyway? 

5. What shall I say when a prospective employer 
asks directly, “Why were you discharged from the 
navy ?” 


We found as a natural outgrowth of work 
in the theatre on employment situations that 
a current events club was needed so we or- 
ganized one to which many distinguished 
speakers from industry, manpower, agricul- 
ture, labor and other fields were brought. 
The patients introduce the speaker and con- 
duct the panel at the end. On one such occa- 
sion a young sailor said, “Lady, how do you 
think personnel men will feel when they find 
that the navy thinks we're nuts?” In the 
ensuing discussion a patient took a letter out 
of his pocket and read it aloud: 


Dear 

.... Let the fellows know this. Three different 
jobs have been offered me in the last two weeks. 
I took one. There is absolutely no disadvantage in 
being a nut..... 


We are only able to highlight these ex- 
periences. Our best proof of their efficacy is 
in the number of discharged patients who 
voluntarily go to their Red Cross chapters 
at home to get help or to thank the chapter 
for Red Cross services or who write to the 
person at the hospital he likes best, saying 
things like this: 


I got the job. I didn’t have to lie. The fellow is 
a straight shooter and took me anyhow; or, I got 
the job. I didn’t think the personnel man would 
understand so I did a little fancy lying. .... I am 
solid here now so I’m not afraid if he does find out. 


Another boy wrote in part after leaving us. 


Feb. 4th is my birthday. This will be my 22nd 
year. The only importance in referring to my age 
is that last year my experience in living was prac- 
tically doubled. My contact with your group while 
at the hospital was—shall I say—an eye opener on 
how the other half live. By the other half I 
mean people who do not live in Cross Roads, 
Wyoming. .... 

Your social experiment relies on the person... . 
each of us students has walked away from your 
stage having a greater sense of sociability and a 
greater aptitude for life itself... .. 


We end on this admittedly rosy note. 
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Our conclusions are that: 

1. Short of analysis, or long time distribu- 
tive therapy for each patient, a goal which 
is impossible even in peacetime, a team ap- 
proach has definite usefulness and some 
advantages. 

2. It gives the patient expert psychiatric 
and psychological services, as well as an op- 
portunity to externalize and share his trou- 
bles; an affectional relationship with secure 
personalities, and an opportunity to try him- 
self out in work and social relationships in a 
controlled environment. 

We regret that we have no statistical evi- 
dence to offer of the results of this treat- 
ment. When the tumult dies and the lights 
come on again we hope to be able to furnish 
these. We know our patients are getting jobs 
and that many of them are staying well so 
far, and we don't even have our fingers 
crossed about some. 

It is our considered opinion from our ex- 
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perience at St. Elizabeths that such work as 
we have described should be and is within 
the scope and management of psychiatric 
social workers of the Red Cross working 
with the psychiatrists in any naval hospital; 
and that such a program of socialization 
should begin on the admission of the patient 
and be continuous and should provide him 
with a chance to discover that psychiatric 
social workers are truly social workers within 
the real meaning of the word. 
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DISCUSSION OF NAVY PAPERS 


Dr. E. A. Strecker (Philadelphia) .—It is indeed 
a privilege to be invited to discuss this program of 
excellent presentations. 

1. The importance and significance of reducing 
the margin of induction error, during the first three 
months of service, so aptly emphasized by Lt. 
Comdr. Saul scarcely needs any discussion. The 
least important consideration, the dollars and cents 
cost of error is so important, that if many mistakes 
are made we can all cease worrying. There would 
not be enough money to pay for the mistakes. 

Much more important is the effect of neuro- 
psychiatric casualties upon morale—that intangible 
quality in men, which wins or loses battles and 
wars. In battle a physical wound, even though it be 
mortal, increases the morale of those who see the 
soldier fall. They become resentful and enraged; 
“fghting mad.” As fighting mechanisms, they are 
at the highest level of killing efficiency. Contrari- 
wise, a psychiatric disability, perhaps an hysterical 
convulsion, becomes the focal point of rapidly fall- 
ing morale as clearly observable as the widening 
ripples radiating from a stone thrown into a pond. 
There is something puzzling, mysterious, weird and 
even frightening about a disability which occurs 
without a physical wound to account for it. The 
lesson is obvious: Within the limits of available 
time, too much care cannot be exercised at induc- 
tion in screening out too fragile neuropsychiatric 
material. The standards of the Navy must not be 
lowered. 

From Lt. Comdr. Saul’s description we realize 
that the psychiatrist at a training station is not 
troubled by what to do with his leisure time. There 
are many psychiatric chores—each one being impor- 
tant. It would appear that a miracle of multiplica- 
tion has been accomplished and five or six blades 
of psychiatric grass have been made to grow where 
only one grew before. The clinical criteria at Lt. 
Comdr. Saul’s training station are good. 

As to the malingerer, if he is fundamentally a 
malingerer, then in all likelihood he is a constitu- 
tional psychopathic inferior. There is no place in 
the navy for this “bad boy” of civilian society. It 
is better to let him “fool” us at induction or soon 
after, than it is to be “fooled” by him later when at 
a critical time the morale and lives of men might be 
sacrificed to his innate psychopathy. The psycho- 
pathic malingerer is not psychotic or psycho- 
neurotic; he is defective, lacking in judgment, 
emotional stability, decency and ordinary social 
responsiveness. 

2. Next, under the personal supervision of Comdr. 
Kellum we walked hand in hand with the youngster 
who wants to fly in the navy. We saw how scien- 
tifically, meticulously and expertly these youngsters 
are examined physically. In combat, those who 
have passed will not come down because at a 
critical time, their somatic, sensory and neuro- 
muscular mechanisms have failed to function. 

We have taken with the candidate the navy 
Psychological tests. They have been carefully de- 


vised and standardized and have stood up to careful 
checking. I know there is no danger of forgetting 
that beyond the area of psychology, there is an 
area of clinical psychiatry which can make a con- 
tribution of the utmost significance in the selection 
of pilot, navigator and bombardier. I have heard it 
stated that a combat aviator needs three kinds of 
vision—good eyesight, foresight and insight. Psy- 
chiatry has methods which are helpful in detecting 
myopic fields in the latter two kinds of vision. 

The psychiatric aviation gremlin is, I think, a 
fatigue neurosis. We know far too little about it 
and its treatment. I do not believe it will elude us 
over-long. It will be hunted down; carefully 
examined and I believe eventually largely extermi- 
nated. In this connection, frequent and close con- 
tacts between flight surgeons and psychiatrists will 
be very useful. 

3. As you know, I have not been able to accept 
in its totality the Freudian dogma, but I cannot 
resist the verbalization of a feeling of paternal or 
at least, avuncular pride, in Howard Rome. He, 
like the president of this section, is a product of the 
Institute. We taught them all we knew and before 
they were called from us by the exigencies of the 
service, they taught us a great deal. Lt. Rome's 
presentation is scientific, scholarly and practical. 

In combat, roughly speaking, relatively few of 
the formal psychoses such as schizophrenia and 
manic-depressive should appear. The majority of 
these should have been screened at induction or 
soon after. Naturally, one must expect abortive 
and incomplete types of schizophrenic and manic- 
depressive reactions. A notable exception to the 
non-appearance of psychotic’ reactions in war, as 
Lt. Rome emphasized, is a war exhaustion syn- 
drome. Certainly, sometimes, this syndrome is the 
clinical sign of a psychosomatic wound against 
which none of us would be invulnerable. This war 
has plumbed new depths of fear and horror, hitherto 
unknown. 

4. I do not intend to discuss Comdr. Bart Hogan’s 
soul-stirring presentation. I feel more like paying a 
tribute of reverent silence to the memory of those 
who went down with the Wasp and breathing a 
prayer of gratitude that some of the men were 
spared for further service—men like Comdr. Hogan, 
who now is doing such effective work. 

Comdr. Hogan is guilty of one oversight. He 
neglected to mention that in the performance of 
his duty, he himself was severely burned. 

One could only wish that whatever board ex- 
amined and accepted for service the youngsters who 
constituted the personnel of the Wasp could be 
multiplied throughout the length and breadth of the 
country. The psychiatric record of the Wasp is 
without blemish upon its escutcheon. The Wasp 
has been lost, but its sting will be felt as long as 
the war lasts. 

5. It would be naive to be didactic about a psychi- 
atric situation as complicated as that of the war 
neurosis. We do have a few clinical landmarks. 
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War neuroses, like the neuroses of civilian life, 
represent the pathological solution of an underlying 
emotional conflict, but there are conflicts and con- 
flicts. There is a wealth of difference, between, let 
us say, the conflicts of a spoiled, petted woman in 
the softness of her boudoir giving a neurotic exhibi- 
tion on the basis of coffee or gasoline rationing 
and the brave men described by Comdr. Smith, 
suffering unbelievable hardships in the sodden 
jungles of the Pacific front; succumbing to wounds 
of the psyche only after the spirit could bear no 
more in the elemental struggle of self-preservation 
and war. Furthermore, on Guadalcanal the weight 
of the hand of deprivation, fear, horror and exhaus- 
tion was often so heavy that it, rather than the 
conflict, shaped the clinical picture. 

Often these psychoneuroses are not psychoneu- 
roses at all. Combat fatigue would be a proper and 
more correct designation. Often they are wounds 
of the mind as deserving of the red badge of 
courage as are wounds made by lead and steel. 

As to the outlook for the war neuroses, I think 
it is likely that it will be determined by the follow 
ing considerations : 


1. The kind of human material in which the 
neuroses occurred. The less stable the previous 
personality, the more readily it will break and the 
less likely will be restitution. 

2. The length of time elapsing before the patient 
is brought into contact with psychiatric help. 
When the clinical symptoms are still “warm,” 
still in the making, then often they can be easily 
removed and the patient returned to duty. 

3. The area in which the patient is treated: If 
these casualties are too far removed from the zone 
of activity for treatment, then there is increasing 
likelihood of fixation and chronicity of psycho- 
neurotic symptoms. 

4. Usually it is true that the more prominent 
and emphatic the physical factors, deprivation, 
lack of rest, exhaustion and the like, the better 
the prognosis. 

5. The prognosis is beclouded by the difficulty 
of determining the presence or the abserice of 
traumatic organic brain complications—a con- 
sideration so involved, that Mira, Psychiatrist- 
in-Chief to the Loyalist Spanish Armies and a 
skillful psychiatrist, made spinal punctures in 
practically every psychiatric casualty. 


6. The presentation of Lt. Comdr. Abbott and his 
associates, Lt. Due and Lt. Nosik, is a contribution 
to what is probably the most significant and most 
puzzling problem of war psychiatry, i.e., the differ- 
entiation between traumatic organic brain disabili- 
ties and the psychoneuroses. Not only is the dif- 
ferentiation difficult, early, quite soon after the 
occurrence of the disability, but often after months 
the solution is still wanting. The N. R. C. has 
invested many thousands of dollars in research 
projects. I have had the assignment of investigating 
some of these projects. 

The extreme cases, either organic or functional, 
occasion little difficulty. In the milder cases, the 
organic patients tend to reveal the tissue damage, 


DISCUSSION OF 


NAVY PAPERS 


[July 


not so much by deficits in the functioning of mental 
ns, separately tested, but by an inability to 
mobilize and focus several functions upon a given 
mental tas! In the Rohrschach test, the organic 
patient tends to be a painstaking copyist of the 
tline; psychoneurotics are more likely to give 
ent t tistic i ery. 

[he problem is not yet settled and many more 
presentations like the one we have heard will be 
needed before our medical, sur 1, psychological 

id psychiatric boundaries are far flung enough to 
encompass tl! complex problem of separating 

nic and functional. 
The medical department of the navy is indeed 


fortunate to have in its therapeutic rehabilitation 
armamentarium the Red Cross psychiatric social 
r. Inevitably, there will be a considerable 
post-war disability segment, perhaps largely neuro- 
If we have profited by past experience, 

war is over this segment will be well 


psychiatric. 
then when th 
to economic, occupational and social 


on the way 


rehabilitation; if we have failed to learn the lesson, 
then it is likely that this segment—unrehabilitated 
and embittered—will be restive and even socially 


destructive. deal will depend upon the 
the work being done at St. 


Dr. Duval and Miss Hagan and at 


A good 
multiplication of 
Elizabeth’s by 
other centers. 
As Miss Hagan emphasized, group therapy consti- 
tutes an important treatment approach, effective and 
importantly utilitarian, since obviously lack of time 
and many patients prohibit individual therapy for 


I tl 


ever 


link this is the most successful session I have 
attended. It did not just happen that way. 
With the approval of the Surgeon-General of the 
Navy, this program was arranged by capable hands 
and minds: Capt. Kennedy, who is in charge of 
neuropsychiatry in the Surgeon-General’s office and 
his predecessor, Capt. Harrison; Capt. Marstellar; 
Comdr. Braceland, who presided here in such mas- 
terly fashion and others. 

Our deep thanks are due to everyone who par- 
ticipated in the program. May I say that never at 
a scientific meeting have I seen the audience brought 
to its feet in enthusiastic approval as we spon- 
taneously rose to our feet at Comdr. Bart Hogan's 
soul-stirring description of the glorious epic 0 
the Wasp! 

Capt. Kennedy graciously directed the public 
announcement of my appointment by the Surgeon- 
General and the Secretary of the Navy as Consul- 
tant in Psychiatry. It is an honor; an expression 
of confidence and an opportunity to help of which 
I am deeply appreciative. I am eager to serve. 

As President-Elect of The American Psychiatric 
Association, I think it is proper for me to ask that 
from us to the Surgeon-General, Ross T. McIntire 
and his Staff, there be conveyed our respects, ad- 
miration and appreciation of his fine and construc- 
tive attitude toward psychiatry and our desire to 
be helpful at any time and in any way. 

As for the psychiatric program of the navy, it is 
anchors aweigh; full speed ahead and damn the 
torpedoes. 
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Dr. WINFRED OvERHOLSER (Washington, D. C.). 
-The attendance, the manifest interest of the 
audience, and your spontaneous and enthusiastic 
applause testify to the high interest and quality 
of the papers you have heard this afternoon. The 


} program has been a remarkable one, and it is a 
| privilege to comment on a few points. 


Commander Saul has told you that 3 per cent 


| of the men examined by his group are referred 


for further examination as being doubtful material. 
Bear in mind, please, that almost every man sent 
toa Naval Training Station has been passed already 
as suitable by an Army Induction Board, and re- 
flect on what that may mean regarding the screen- 
ing process now in force. 

Commander Kellum has mentioned “pilot fatigue” 
and “flying stress” as diagnoses, new diagnoses 
which are apparently invented in order to avoid 
using the hated word “psychoneurosis,” although 
that is usually just what they are. Are we not 
indulging in semantic gymnastics in this respect? 
We preach on the one hand that it is no stigma 
to have a neurosis or psychosis; that is true, yet on 
the other hand we coin another phrase, tacitly 
indicating perhaps an admission of hypocrisy in 
our original tenet. Should we not either face the 
facts and diagnose a neurosis as such or else limit 
the non-specialist in the field to making a report 
of “no diagnosis” or “referred for diagnosis,” or 


| follow the British and label the case “Not Yet 
| Diagnosed, Nervous’ (NYDN)? 
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Lieutenant Rome, from a wealth of experience 
in the southwest Pacific, has brought us a vivid 
picture of combat problems. You will have noted 
from his remarks that the big psychiatric prob- 
lem, at the front as in the States, is the neuroses 
(10:1), not the psychoses. 

We all share Doctor Strecker’s admiration for 
Commander Hogan’s simple but eloquent tale of 
heroism. Although battles are costly and destruc- 
tive, it is vastly gratifying to note that combat 


| has as well its steadying effects. 


Commander Smith’s observations at Mare Island 
I can endorse, as I recently had the privilege of 
visiting some of the West Coast Naval facilities 
(including Mare Island) at the request of the 


_ Surgeon General. The importance of the neuroses 


is attested here again. It may be added to Com- 
mander Smith’s somewhat facetious remark con- 
cerning the favorable effects of an ocean voyage 
on the men with neurosis being transported from 
the southwest Pacific that the fact that the ship 
was headed east was perhaps not a negligible 
factor in the improvement! Commander Smith 
might have developed further the difference in the 
types of neuroses being observed among the mili- 
tary as compared with those of World War I. 
Then we saw a good many cases of frank con- 
version hysteria, whereas now the prevalent types 
are the anxiety states and next to those, psychoso- 
matic manifestations such as gastric ulcer. 

_The paper presented by Lieutenant Due is par- 
ticularly interesting to the neurosurgeon, and the 
subject deserves further exploration. I saw some 


of these patients at Oak Knoll, and was struck by 
the organic picture presented by them. 

Finally, Miss Hagan has presented an important 
social aspect of the problem of psychiatric casual- 
ties. By far most of these men will return to 
civilian life—how will they adjust to employment 
and the demands of social life, and how will the 
public receive them? There is a great opportunity 
here, not only for the Red Cross, but for all of us 
to aid in the process of readjustment, and par- 
ticularly to educate the public to a broader and 
more intelligent attitude toward the recovered psy- 
chiatric patient. 


G. N. Ratnes, Lt. Comdr. (M. C.), U. S. N.— 
While I shall limit my discussion primarily to the 
papers concerning the war neuroses, with which 
I have had some experience, I could not allow 
Miss Hagan’s paper to pass without some comment 
on the large part the Red Cross is playing in the 
Navy’s psychiatric program. Without the Red 
Cross and its priceless assistance, we would scarcely 
be making headway. Similarly, I must remark on 
Dr. Saul’s presentation, warning you that we 
should never lose sight of the thorough psychiatric 
screening being done in our training stations, and 
its effect on the Navy as a whole. We are too 
apt to think of psychiatric success in terms of 
reducing psychiatric casualties. 1 suggest that you 
think of it also in more positive terms; for we 
concern ourselves with the maintenance of a 
physically and mentally effective fighting fleet, and 
the results of psychiatry in the training station are 
measurable in this way at least as much as in 
the reduction of actual psychiatric casualties. Let 
me assure you that Dr. Hogan’s ship was able to 
fight to the bitter end without panic or other acute 
psychiatric disturbance, in good part because Dr. 
Saul and others like him are accomplishing their 
objective at various naval training stations. As 
we dip more deeply into the man power reservoir, 
there will be increasing pressure on the Navy to 
lower its psychiatric standards of physical fitness. 
I plead with you, as an Association, to resist this 
pressure strenuously and effectively. We believe 
that the high morale of the Navy today is in no 
small part due to our psychiatric methods of 
selection and our prompt disposal, regardless of po- 
litical cost, of all those who show themselves 
psychiatrically unfit after entrance into service. 

As regards the war neuroses, I regret being 
unable to comment on the type of case described 
by Dr. Due. Although we have handled a con- 
siderable number of neuroses, we have had none 
of these to date, or should I say, have recognized 
none of these. I do not believe this reflects on our 
diagnostic acumen, or in any way alters the value 
of Dr. Due’s contribution. It probably is due to 
the fact that our patients are, in the majority, 
survivors of sunken ships. Men suffering head 
injuries, with resulting loss of consciousness, per- 
haps do not survive ship sinkings in as large 
numbers as similar cases among land troops. Deal- 
ing with survivors, therefore, it is to be expected 
that our percentage of this type of case will be 
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small. We are constantly on the lookout for them, 
utilizing the diagnostic approach presented by Drs. 
Abbott and Due. 

Figures presented by Dr. Smith and by Dr. Rome 
again stress the one lesson learned in the First 
World War which we are able to use at this time. 
The nearer the combat area a patient is treated, the 
greater is the possibility of returning him to duty, 
and the less is the percentage of permanently dis- 
abled casualties. Dr. Rome returned to duty 75 
per cent; Dr. Smith 15 per cent. We are able to 
return approximately 50 per cent to some form 
of limited duty, though none to the combat zones. 
This percentage is higher than Dr. Smith’s because 
we handle men subjected to considerably less com- 
bat strain. As Dr. Smith has pointed out, his cases 
are unique in the history of the world in point of 
environmental stress suffered. 

With the exception of this one invaluable lesson, 
the biggest handicaps carried by those of us now 
treating this post-combat emotional disturbance are 
the so-called “lessons of the First World War.” 
We were prepared to see a large number of cases of 
conversion hysteria. To date I personally have 
not seen a single conversion hysteria resulting from 
combat. We have seen a number of these occurring 
under situational stress other than combat, and 
these cases we have found absolutely no different 
from the hysteria of civilian life. Dr. Rome in- 
forms me that the hysterial cases in his experience 
came, not from combat, but from the stations 
where men sat uninformed, doing nothing, waiting 
for no one knew what. Our experience has been 
essentially the same. 

The “lessons of the First World War” did not 
prepare us for what now constitutes the bulk of 
our psychiatric casualties: an extremely common, 
relatively benign, emotional disturbance which ap- 


pears to be almost physiological, and which 
recoverable. To delineate for ourselves the bound. 
aries of this disorder we have established arbitrarjh 
four criteria which we find necessary as a guik 
to treatment, prognosis and disposition. These are 
(1) a stable pre-illness personality as shown by th 
personal history; (2) a real combat experience oj 
sufficient intensity to produce symptoms; (3) ob 
jective evidence of subjective anxiety; and (4)| 
recoverability under treatment in less than thre 
months. 

We have found some such guideposts absolute) 
essential, as this emotional disturbance occurs in; 
high percentage of men exposed to the extrem 
stresses of modern naval combat. If we fail t 
utilize these individuals for further service, w 
lose a large portion of our strength, for the syn 
drome occurs in some of our most able and appar. 
ently best integrated officers and men. When thes 
criteria are met, rest, sedation and the most super- 
ficial psychotherapy restore to service a high per-4 
centage of such patients. Group therapy not only 
is effective, but must be used in some degree, re 
gardless of the individual therapy given and regard) 
less of the therapist’s wishes, for the men live as: 
group and “treat” each other without consulting 
the psychiatrist. 

This essentially benign emotional disturbance i 
produced by chronic repeated fear or by intens 
acute fear. It is essentially a syndrome of anxiety 
and the end result is determined by the ability o 
the particular personality to handle anxiety. Unles: 
it meets latent psychopathology within the person. 
ality, the anxiety resolves itself almost withow 
aid and leaves little or no measurable residuum 
It is this clinical picture in which all of us ar 
intensely interested, as a large number of thes 
patients can be saved for the war effort. 
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TRAUMATIC NEUROSES IN MERCHANT SEAMEN 
FOREWORD 


BY 


THOMAS PARRAN, M.D. 


Surgeon General, United States Public Health Service 


The abnormal environment to which many 
persons are subjected by war brings to light 
unsuspected sources of strength. and exposes 
latent weaknesses. The personnel of the 
armed forces and the Merchant Marine are 
subjected to the greatest stress, and in these 
groups we find reactions that offer psy- 
chiatrists a challenge and an opportunity. 
The program of the ninety-ninth annual 
meeting of The American Psychiatric Asso- 
ciation shows that the challenge has been 
well met. The Public Health Service is 
pleased to have had a part in the program. 

The most important work of the Service 
in war psychiatry has been with merchant 
seamen. Many of these men have reacted 
to the danger, exposure and deprivations 
incident to enemy attack upon their ships 
with nervous breaks of varying degrees of 
severity. To meet this situation the Service 
began early in the war to assign psychiatrists 
to marine hospitals, where merchant sea- 
men and personnel of the Coast Guard are 
treated. Later on, the Public Health Service 
and the War Shipping Administration ini- 
tiated a special program for the treatment 
of traumatic neurosis in seamen. The present 
plan of treatment and rehabilitation makes 
use of convalescent homes and of techniques 
that have been described and discussed in 
papers presented at this meeting and at 


a Special Conference on Traumatic War 
Neurosis Among Merchant Seamen held in 
New York on January 28, 1943. Plans are 
now on foot to broaden the program to in- 
clude more effective measures of prevention. 

Psychiatry has a further responsibility. 
Research into the fundamental causes of 
mental and nervous disorders is needed now 
as never before. The increased prevalence 
of these conditions in wartime points to their 
potentially greater spread when the fighting 
is over. For the duration of the war, the 
more immediate need for prevention and 
treatment must take precedence over the ac- 
quisition of fundamental knowledge. Yet 
better methods of prevention and treatment, 
as well as future progress, depend upon in- 
creased knowledge. Working in cooperation 
with leading psychiatrists, the Public Health 
Service has developed a comprehensive post- 
war plan for fundamental research in nerv- 
ous and mental diseases. The collaboration 
of the professions and the public alike will 
be needed to implement any plan for the 
future. Public interest in psychiatry has 
been heightened by the war. We must see 
to it that this interest does not wane, for 
public support will be needed when the time 
comes that science again can take up “the 
exploration of man himself.” 
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STATISTICAL ANALYSIS OF TRAUMATIC WAR NEUROSIS 
IN MERCHANT SEAMEN’ 
WILLIAM A. BELLAMY, P. A. Surceon (R) 
U.S. Public Health Service, New York, N.Y. 


The vital materials of war are transported 
overseas in several hundred ships manned 
by about 70,000 American merchant seamen. 
This year the Recruitment and Manning Or- 
ganization and the Training Organization 
of the War Shipping Administration will 
have to recruit and train many more seamen 
in order to man the merchant ships coming 
off the ways. The United Press count 685 
American ships sunk * and the U. S. Nav) 
has announced 4,198 seamen dead or missing, 
up to April 1, 1943. More than 10,000 sea- 
men have seen enemy action of varying in- 
tensity. The U. S. Army reports that ‘30 
per cent of the casualties now arriving from 
the war zones are psychiatric in character or 
have some well defined psychiatric aspects.” 

Even without enemy action, many cases of 
exhaustion, anxiety states and reactive de- 
pressions are encountered as a result of the 
prolonged mental strain associated with navi- 
gating for weeks in dangerous waters. The 
number of seamen who suffer a complete 
“nervous breakdown” under these conditions, 
however, is relatively small as compared 
with the armed forces in which a consider- 
able number of men “crack up” under the 
prolonged strain of anticipation of danger in 
trench warfare.* It is apparent that more 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 

2 New York Times, January 20, 1943: From the 
beginning of the war to the date of issue, the United 
Press mentioned 685 American ships sunk. The 
breakdown as to areas in which sinking occurred 
is as follows: 


Western Atlantic .............. 625 
Eastern Atlantic 31 
15 
14 

3 Editorial: J. Am. Med. Assoc., 121%: 1154 


(April 3, 1943). 

*Rome, Howard P., Lt. (M.C.) U.S.N.R.: 
Medical studies on merchant seamen No. 1. Con- 
ference on traumatic war neuroses, held Janu- 
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passivity and boredom are associated with 
the confinement to trenches whereas aboard 
ship there is more opportunity for “manipu- 
lative activity” ° which may serve as prophy- 
laxis against neurosis. 

In the past 15 months, I have personally 
1,200 merchant sea- 
men survivors at the time of their repatria- 
tion to In the approximate 
order of their frequency, the initial psycho- 
logical reactions to torpedoing (exclusive of 
cases complicated by organic disease) are as 
follows: 


interviewed more than 


this country. 


xcitement 
2. Fear and anxiet 
3. Acute confusion 
4. Panic 
5. Stupor 
6. Fugue 
Unconsciousness 
(a) Without convulsions 
(b) With convulsions 


It is noted that the milder reactions occur 
with frequency. At the time of 
shelling, dive bombing or torpedoing, reac- 
tions of fear and anxiety are universal. Few 
seamen are actually without fear. Some are 
outwardly calm, but have a deep seated inner 
feeling of fear and anxiety. Most commonly, 
the men feel excited and confused. A mo- 
ment seems like an hour. Partial amnesia, a 
hazy memory of the exact events, or a fixa- 
tion on some vivid scene are common 
experiences. 

A seaman may be “paralyzed with fear” 
until forced into action by a shipmate. While 


greatest 


ary 28, 1943; to be published by United Seamen’s 
Service, Inc., 1943. “The group [of ground troops 
composed of U. S. Marines and U. S. Navy 
personnel in the Southwest Pacific] which were 
constantly anticipating raids or action and yet, 
which after a period of 18 to 20 months there 
never had action, had a much higher incidence 
of traumatic neuroses than did the men who were 
in actual combat.” 

5 Rivers, William H. R.: Instinct and the un- 
conscious. Cambridge University Press, p. 277, 
1922. 
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dazed, he may have “automatic movements” 
by which he abandons ship in a routine man- 
ner with outward calm and composure. In 
such cases, the memory is always impaired, 
and the experiences are either forgotten or 
they seem hazy, unreal or like a dream. 

In general, the severity of the initial reac- 
tion is directly proportional to the in- 
tensity of the enemy action. With intense 
enemy action, such as encountered in former 
convoys to Malta or Murmansk, an occa- 
sional seaman may fall in a dead faint, have 
convulsions, go into a fugue state or become 
acutely agitated or psychotic so that restraint 
is necessary. The degree of amnesia is 
greater with the increasing severity of these 
reactions. 

Once the men have abandoned ship and 
the excitement of the torpedoing has sub- 
sided, they may spend hours or days in a life- 
boat under prolonged emotional strain. This, 
along with exposure to inclement weather, 
chloride loss, toxicity, deprivation of food 
and water and lack of sleep, results in exces- 
sive fatigue and irritability. 

Suggestibility, augmented by “wishful 
thinking,” becomes an important problem. 
If one man “sees” a rescue ship or an air- 
plane, they all “see’’ it and hastily consume 
the remaining water supply in the life-boat. 
Such hallucinations seem very reajistic. On 
one occasion, the seamen had sworn that they 
saw a whole convoy of ships pass right by 
them, whereas it was proved that no convoy 
was within 500 miles of that locality.® It 
will never be known how frequently hal- 
lucinatory experiences may be the cause of so 
many reports that airplanes or rescue craft 
pass right by without seeing the group of 
survivors. The man on watch should be 
given strict orders to report his observa- 
tions to the senior ranking officer in secrecy. 
Each seaman in turn can then be asked 
to report in secrecy what he sees. Hallucina- 
tions are ruled out if all reports coincide. 

Suggestibility is further evidenced by the 
“contagiousness of symptoms.” For ex- 
ample, one seaman in a life-boat had long 
standing kidney disease associated with fre- 
quency and urgency of urination. When 
rescued 8 days later, nearly all the other 36 


6 Willoughby, Lawrence, Surg. Lt. R.N.V.R.: 
Personal communication. 


men in this life-boat were complaining of 
these unusual symptoms. 

I have rarely talked with a group of men 
who praised the leadership of their senior 
ranking officer in charge of a life-boat. Yet, 
on talking with this officer I have often been 
impressed by the resourcefulness, conscien- 
tious management and common sense with 
which he carried his men through to safety. 
It seems likely that this complaint about poor 
leadership at times is predicated upon the 
great need for protection in the face of the 
constant danger. It is difficult to satisfy the 
hopes or expectations of the men under such 
circumstances, and it is very important that 
officers and men be thoroughly trained in 
leadership. 

Although the seamen are under great ner- 
vous tension while in the life-boat, they 
usually manage to keep themselves under 
control; in fact, their life depends on it. 
Then when safety is reached some of the 
men “go all to pieces” and experience anxiety 
attacks with trembling, sweating, palpitation, 
tachycardia, dyspnea and weakness or pros- 
tration. Heavy sedation should be used im- 
mediately for these cases of anxiety as well 
as for those who are so exhausted that they 
cannot sleep. 

Ideally, treatment should be started im- 
mediately. We are at a disadvantage be- 
cause many of the seamen are landed on 
foreign soil, and return to this country after 
a delay of a few days or months. Even 
though the majority of acute cases will sub- 
side spontaneously within a few days or 
weeks after reaching shore, there is always a 
considerable number that will not subside or 
will progress to chronic stages of traumatic 
neurosis, and these cases constitute an im- 
portant problem. Early treatment will pre- 
vent many acute cases from becoming 
chronic. 

Upon returning to this country and sight- 
ing the Statue of Liberty, with all it implies 
for their security and final safety, nearly 
every survivor will feel euphoric and elated. 
The same is true of refugees who escape 
from Europe and finally reach safety at Ellis 
Island, New York.? The symptoms of trau- 
matic neurosis are masked for a few hours or 


7 Wortis, Bernard S.: Personal communication. 
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days until the elation wears off and a period 
of depression sets in. 

For the treatment of traumatic neurosis 
we have established five rest centers which 
will be described later by Dr. Howard Potter. 
In addition, we have established medical ad- 
mitting offices in seven major U. S. ports. 

The majority of seamen having “war 
nerves” do not accept treatment at a rest 
center because they fail to realize that they 
are sick,’ or that “‘nervous conditions” can 
be treated, or they choose to go home or re 
main in the city. Therefore, we have estab 
lished psychiatric clinics in New York, Phila- 
delphia and New Orleans in order to reach 
many more of the seamen needing treatment. 

The first rest center was opened Septem- 
ber 8, 1942, and the five centers have now 
been in operation a total of 23 months as of 
\pril 15, 1943. Five hundred sixty-four sea- 
men have been admitted and 435 discharged, 
leaving 129 currently under treatment. Of 
the 435 completed cases, 203 were treated 
for traumatic neurosis and 232 for other 
conditions, mainly medical and surgical. 

Cases of traumatic neurosis are difficult to 
classify due to the multiplicity of symptoms. 
Rado suggests the following classification : 


CLASSIFICATION OF THE WAR NEUROSES AND 
PSYCHOSES 


I. Incipient dys-control. 
II. Acute dys-control. 

a. Affect-discharging type. (Comprises 
anxiety states and attacks, states and 
fits of rage, convulsive seizures.) 

b. Symbolic type. (Comprises  sensori- 
motor disturbances, such as so-called 
hysterical blindness, deafness, mute- 
ness, aphonia, coarse tremor, paralyses, 
spasms, contractures, also amnesias 
and fugues.) 

c. Inbound type. (Comprises “psychoso- 
matic” disorders of the heart and cir- 
culatory system, digestive system, etc., 
precipitated by inward discharge of 
anxiety and rage excitation. ) 

d. Reactivating type. (Dominated by reac- 
tivation of neurotic patterns of pre-war 
personality. ) 

III. Chronic dys-control: traumatophobia. 
IV. Reactive depressions. 
V. Schizophrenic episodes. 


8 Fear reactions during exposure to enemy action 
are so common that seamen come to regard their 
“nervousness” as normal. They fail to appreciate 
that in the case of their shipmates the fear reactions 
have subsided whereas they are still “nervous.” 
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The organism is equipped with an integrative sys- 
t é ency control i regulates its be- 
havior when it is exposed to injury. To become 
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ist learn how to shut off completely this control. 
Failure of this adaptive skill throws the emergency 
stem into disorder. This dys-control is the first 
he devel t of all w neuroses. The 
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come so unpleasant that some seamen have 
a strong urge to jump overboard and “get it 


over with.” Under these conditions, acute 
anxiety states and reactive depressions (Ila 
and IV in the above classification) are fairly 
common. 

Acute anxiety states comprise the major- 
We 
do not see many of the psychosomatic cases 
for reasons which will be mentioned later, 
and therefore this series is not entirely rep- 
We see few cases of reactiva- 
tion of pre-war neurotic patterns, but this 
type is rare and would comprise a small num- 


ity of cases treated at our rest centers. 


resentative. 


er in any series. We see many examples of 
all other types listed in this classification. 


described the 
clinical picture, psychopathology and treat- 
[ He has pointed out 
overwhelming danger 
are helpless to do much about. 
of this, the patient carries into 
his peaceful surroundings two permanently 
changed attitudes: (1) he thinks of his en- 
vironment as being persistantly hostile and 
threatening him with annihilation, and (2) 
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Medical studies on merchant sea- 
Conference on traumatic war neuroses, 
; to be published by United 
Seamen’s Service, Inc., 1943. See also Rado’s paper, 
from Combat” read before the Associa- 
tion for Psychoanalytic and Psychosomatic Medi- 
cine (May 4, 1943). 

10 Kardiner, Abram: The traumatic neuroses of 
war. Paul B. Hoeber, Inc., 1941. 
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he thinks of his own resorces as constantly 
failing. There is an associated inhibition 
yt failure of ‘‘techniques of mastery.” 

The following are the complaints most 
frequently encountered: 1. “nervousness,” 
», insomnia, 3. nightmares, 4. digestive dis- 
urbances, 5. irritability and uncontrolled 
aggression, 6. hypersensitivity (including 
hyperacusis ), 7. restlessness, 8. palpitation, 9. 
irembling, 10. fatigability and weakness, IT. 
sweating, 12. stammering. 

The nature of these symptoms indicates 
that a fully developed traumatic neurosis is 
not a surface phenomenon and that character 
hanges and profound psychosomatic dis- 
turbances are usual findings in this condi- 
tion. The irritability and uncontrolled 
aggression are most illustrative of a definite 
character change since these manifestations 
ften appear in individuals who formerly 
were self-composed and “easy going.” 

The psychosomatic nature of the disease is 
evidenced by the frequency of symptoms 
such as palpitation, dyspnea, gastric distress, 
trembling (usually an uncontrollable, coarse 
type of tremor), stammering, fatigability, 
sweating, etc. By “nervousness” the patient 
usually means an inner feeling of tension and 
uneasiness. The insomnia is often associated 
with nightmares in which the patient relives 
the traumatic events. Typically, the dreams 
are vivid, terrifying experiences, and may 
recur in the same and successive nights. 

The hypersensitivity to stimuli is prob- 
ably due to the constant expectation of 
danger with the, resultant need to be con- 
stantly on guard. Sensory stimuli are the 
most important means by which the individ- 
ual is warned of danger. The acuteness of 
hearing associated with intolerance to noise 
(hyperacusis) is a special form of hyper- 
sensitivity frequently encountered. Tensing 
of the neck muscles is a means of preparing 
for attack or defense. The muscle tension 
causes pain in the back of the neck. These 
symptoms indicate that the patient now lives 
in constant expectation of danger. 

More than half (232 out of 435) of the 
seamen treated at our rest centers had no 
traumatic neurosis. These cases, for the 
most part, are convalescing from medical 
and surgical conditions. Most of them have 
seen enemy action of varying intensity, with- 


out developing a traumatic neurosis. Al- 
though not ideal as controls, these cases have 
a definite value as a control group for com- 
parison with the traumatic neurosis cases. 

In Chart I, are listed certain conditions 
occurring in cases of traumatic neurosis as 
compared with the control group. 

Chronic alcoholism has a fairly high inci- 
dence and there is no essential difference in 
frequency in traumatic neurosis cases as com- 
pared with the control group. A diagnosis 
of chronic alcoholism is made if intoxication 
for one day at a time occurs very frequently, 
or if intoxication for 3 or 4 consecutive days 
or more occurs as often as 6 times a year. 
The seaman who has a negative past history 
and drinks excessively while at the rest center 
in an effort to escape from the anxiety asso- 


CHART I 
203 cases 232 cases 
of without 
traumatic traumatic 435 cases 
Associated conditions neurosis neurosis total 
Chronic alcoholism... 56 53 109 
27% 23% 25% 
Pre-war psycho- 
53 47 100 
26% 2076 23% 
Medical and surgical. 63 198 261 
31% 85% 60% 
Peptic 4 13 17 
1.9% 4.3% 


_ (In this chart the totals are altered due to an incomplete 
listing and overlapping of the associated conditions.) 


ciated with his traumatic neurosis is not con- 
sidered a chronic alcoholic. 

The usual pre-war psychoneuroses occur 
nearly as frequently in the control group as 
in the traumatic neurosis group. In these 
instances the diagnosis of psychoneurosis is 
made on the basis of the past history, and 
behavior while under treatment. All types 
of psychoneuroses are represented in about 
the same proportion as seen in the popula- 
tion at large. 

Wartime experiences do not change the 
characteristics of the pre-war psychoneurosis 
although the intensity of various symptoms 
may be altered. The traumatic neurosis is 
superimposed on the neurotic background 
but the two conditions are different and can 
be readily distinguished (except the rare 
case falling in class II d above, and the psy- 
chosomatic cases of class II c which present 
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many diagnostic difficulties). Later on, in 
the chronic stages, the two neuroses ma) 
become fused and difficult to distinguish, but 
they still must be treated individually in 
keeping with their respective psychopatho- 
logical construction. 

The distinct character of the traumatic 
neurosis and the fact that a psychoneurotic 
background is present in about the same pro- 
portion in the traumatic neurosis group and 
the control group, clearly indicates two im- 
portant points : 

1. The usual pre-war psychoneuroses predispose 
little, if at all, to the formation of a traumatic neu- 
rosis upon exposure to enemy action. 

2. Many cases of pre-war psychoneuroses in the 
control group can be exposed to severe traumata 
of war without developing a traumatic neurosis. 


Of all the cases treated at our rest centers, 
60 per cent have medical and surgical condi- 


CHART II 


232 cases 
without 
traumatic 
neurosis 
(control group) 


Medical and surgical............ 198 
Chronic alcoholism ...........:. 9 


Psychoneurosis and chronic 


tions. These conditions occur in association 
with a traumatic neurosis in 31 per cent of 
the cases. In the 232 cases under treatment 
at our rest centers for illness other than trau- 
matic neurosis, the conditions encountered 
are indicated in Chart IT. 

The medical and surgical conditions are 
essentially the same as those under treatment 
in other facilities for convalescent care. 
Many psychosomatic cases resulting from or 
greatly aggravated by the war are under 
treatment in U. S. marine hospitals. The 
vast majority of patients in our rest centers 
have digestive disturbances. There is a high 
incidence of dyspepsia in the English Army 
and it is anticipated that a similar high inci- 
dence may be encountered in the U. S. Army 
as more troops see active combat.'' There is 

11 Dunn, William H.: Gastroduodenal disorders, 


an important wartime medical problem. War Med., 
2: 967-983, Nov. 1942. This article.contains many 
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an increasing awareness of the psychosomatic 
nature of these conditions. 

Only 13 cases of clinical peptic ulcer syn- 
drome were admitted to the rest centers al- 
though gastric complaints are very common, 
In the traumatic neurosis group there are 4 
cases of peptic ulcer, none of which can be 
definitely attributed to the traumata of war 
although the war experiences aggravated the 
ulcer symptoms in each case. The low inci- 
dence of peptic ulcer cases in our series may 
he explained by the fact that very often 
“more neuroses are in the medical wards 
than in the psychiatric hospitals.” 72 This is 
especially true of those psychosomatic con- 
ditions presenting few mental symptoms, 


CHART III 


232 Cases 
without 
03 cases traumatic 
neurosis 
(control 
Result of treatment t group) 
Slightly improved .. 12 
11% 5% 
Improved ...... 63 81 
31% 35% 
Much improved ............ 61 60 
30% 26% 
19% 16% 
Total improved ............ 185 191 
91% 82% 
Unimproved 18 4! 
9% 18% 


Therefore our group is not entirely a repre- 
sentative series. 

In Chart III the results of treatment are 
indicated. 


It is difficult to estimate the degree of im- 
provement in many psychiatric cases. The 
majority of our psychiatric cases are acute 
traumatic neuroses in which the prognosis 
is favorable. It may be significant that 
some degree of improvement is obtained in 


QI per cent of the traumatic neurosis cases | 


as compared with 82 per cent in other condi- 
tions. Twice as many cases are unimproved 
in the control group. Most of these were 
slow healing fracture cases or severe burn 
cases. 


references to literature which deals with the psycho- 
somatic nature of these problems. 

12 Culpin, Millias. Psychoneuroses of war and 
peace, p. 127. Cambridge University Press, 1920. 
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In Chart IV are indicated the recommen- 
dations made at the time the patient is dis- 
charged from the rest center. 

The majority of the seamen are given a 
certificate as fit for sea duty immediately 
upon their discharge from a rest center. In 
some cases shore duty is recommended for 
an interim period of 2 or 3 months during 
which further improvement is expected so 
that he may return to sea. Further con- 
valescence is recommended for those who are 
showing steady improvement and would be 
benefited by further treatment. 

Twice as many cases in the control group 
as in the group of traumatic neurosis cases 
are advised to return for hospital or out- 
patient treatment. These are mostly cast 


CHART IV 
232 cases 
without 
203 cases traumatic 
of neurosis 
traumatic (control 
Recommendation neurosis group) 
57% 52% 
16% 11% 
Further convalescence ...... «4 4I 
179% 18% 
Return to hospital or OPD.. 16 40 
8% 17% 
2% 29% 


cases and those with severe traumatic neu- 
roses that cannot be handled in a convales- 
cent facility without 24 hour nursing service. 

A small number are unfit for duty without 
proper vocational training and rehabilitation. 
The United Seamen’s Service, Inc. is plan- 
ning to provide domiciliary care for these 
seamen while they are receiving vocational 
training. The training will be conducted, 
for the most part, in the facilities provided 
by the Bureau of Rehabilitation of the N. Y. 
State Department of Education. There are 
many other seamen in the U. S. marine hos- 
pitals who will need vocational training and 
rehabilitation. 

In Chart V is indicated the type of dis- 
charge given and the average duration of 
treatment. 

The majority of cases are discharged “no 


further convalescence needed.” Those cases 
that are not fully recovered but in which 
treatment fails to achieve further improve- 
ment, are discharged “maximum benefit of 
convalescence reached.” 

In comparison with the control group, 
three times as many of the traumatic neu- 
rosis cases are discharged for disciplinary 
reasons. This is testimony to the difficulty 
in handling acute anxiety states with the 
associated irritability, aggressiveness, hyper- 
sensitivity, night terrors and other very dis- 
tressing symptoms. 


CHART V 
232 cases 
203 cases of without 
traumatic traumatic 
Type of discharge neurosis neurosis 
No further convalescence 
56% 447 
Maximum benefit of 
convalescence reached ..... 33 64 
16% 27% 
Against medical advice...... 18 9 
10% 
Disciplinary reasons ........ 20 7 
10% 3% 
Absent without leave 
2% 3% 
Transfer to hospital or OPD. 13 43 
6% 19% 
Average duration of 
convalescence ............ 26 days 24 days 


The average duration of treatment is 26 
days for the traumatic neurosis cases and 
24 days for those under treatment for other 
conditions. 

No definite conclusions are drawn from 
this preliminary report. After collecting a 
sufficient number of cases, a complete analy- 
sis will be made of the past history, person- 
ality traits, factors protecting against or 
predisposing to traumatic neurosis, incidence 
of types and symptomatology of traumatic 
neurosis, physical, chemical and neurological 
changes seen, results of treatment and follow- 
up information. 

I wish to express my appreciation to the 
medical staff for their detailed case reports 
on which this preliminary study is based. 
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THE PHYSICAL AND PSYCHOLOGICAL ASPECTS OF ENVIRON- 
MENT ESSENTIAL TO THE TREATMENT OF TRAUMATIC 
NEUROSES OF WAR’ 


HOWARD W. POTTER, M.D. 
U. S. Public Health Service, New York, N. Y. 


THE GENERAL ORGANIZATION OF REsT 
HoMES FOR THE CARE AND TREAT- 
MENT OF War NEUROSES 


Under the combined auspices of the Re- 
cruitment and Manning Organization of the 
War Shipping Administration, the United 
States Public Health Service and the United 
Seamen’s Service, resident centers for the 
treatment of traumatic war neuroses in mer- 
chant seamen have been established. These 
centers are located on small or large private 
estates at different points throughout the 
country accessible to important sea-ports. 
These treatment centers or rest homes ac- 
commodate from 35 to 50 patients each. 

In each home a non-institutional atmos- 
phere prevails, characterized by informality, 
hospitality, relaxation, understanding, and a 
confident expectancy that each man will re- 
turn to the job of “delivering the goods” 
in the immediate future. Only those rules 
and regulations are proposed that are neces- 
sary for the smooth operation of the home 
and essential to the physical and psycho- 
logical welfare of the men. The homes are 
provided with medical services, the medical 
staff consisting of a visiting psychiatrist and 
resident psychiatric nurses. The psychiatrist 
chosen should be experienced in the field of 
non-institutional psychiatry and have proven 
ability in the treatment of psychoneuroses 
and allied personality problems. The nurses 
should be selected on the basis of a combina- 
tion of executive ability, an understanding 
of the emotional implications of human re- 
lationships, a capacity to act independently 
and judiciously, and diplomacy in dealing 
with patients, staff and the community. 

A resident manager with a corps of ser- 
vice and maintenance personnel responsible 
for the details of operating the home should 
be indoctrinated with a medical point of 

1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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view about their respective jobs and the 


patients. In order to further indoctrinate all 


concerned with the idea of normal living 
within the home to secure invaluable 
assistance in morale building activities each 
home has a close tie-up with the community 
through local port committees of interested 
men and women. ‘These local committees 
are de] to provide the major 
share oi t work-recreation program. 
Each convalescent home proposes to have 
a working arrangement with a recognized 
medical school, whereby its department of 
psychiatry may sponsor the medical work 


at the home, research investi- 


gations an 


In order that these centers m: 


] + 
and promote 


iy effectively 


do the job for which they are being estab- 


lished, admi 


ssions must be carefully con- 


trolled. Cases of long-standing psycho- 
neuroses, psychopathic personality, chronic 
alcoholism and psychosis undermine the 


morale of the entire group, employees in- 
cluded. With the exception of an occasional 
[ edical and surgical con- 


a few ambulatory frac- 


7 
convalescent trom n 
ditions including 


ae 
TI 


ture cases in splints or casts, it is best to 
limit admissions to the traumatic neuroses 
of war in which the physical condition and 


their 
treated in an organiza- 


mental reactions are consistent with 

being cared for and 
> 

tion providing a minimum of supervision and 


control. 


STRUCTURE OF A TRAUMATIC WAR 
Ny UROSIS 


THI 


The functional organization of rest homes 
is based on a concept of the psychological 
and physiological structure of traumatic war 
A traumatic war neurosis is a mas- 
sive explosion of anxiety or fear at a primi- 
tive psychological level, producing a psy- 
chosomatic disorganization of the entire 
organism. It is precipitated by a catastrophic 
threat to the total organism and preceded 


neuroses. 


1943 | 


by ps 
perio 
consc! 
tally 
sive a 
Psy 
in syn 
the co 
emoti 
struct 
vous 
logica 
ondar 
creatil 
which 
the 
jective 
iologic 
to fee 
zation 
iologic 
Wi 
traum 
a rati 
to da 
uncon 
a plan 
chothe 
viront 
logica 


Fu: 


Wit 
cal ar 
vironr 
traum 
promc 
consci 
of inst 
(3) te 
morale 

The 
ful ar 
to the 
physic 
ances 
tion o 
their 
ties; 
and tl 
fourth 


1943] 


HOWARD W. POTTER I2!I 


by psychosomatic tension and fatigue for a 
period during which the subject is both 
consciously and unconsciously poised, men- 
tally and physically, for offensive or defen- 
sive action. 

Psychosomatic disorganization is reflected 
in symptomatology related to disturbances of 
the conscious or ego mental functioning ; the 
emotional organization; and those somatic 
structures dominated by the autonomic ner- 
vous system. The autonomic and psycho- 
logical disturbances, in turn, provoke sec- 
ondary anxiety, conscious in nature, thus 
creating a wide-spread subjective insecurity 
which further disorganizes the ego. Finally, 
the conscious anxiety and generalized sub- 
jective insecurity, with its concomitant phys- 
iological and psychological tension, serves 
to feed the basic psychosomatic disorgani- 
zation and to perpetuate the primary phys- 
iological and psychological disturbances. 

With this concept of the structure of a 
traumatic war neurosis, we have a basis for 
a rational program of therapy. Experience 
to date appears to indicate that the basic 
unconscious anxiety tends to subside under 
a plan of treatment which provides for psy- 
chotherapy and massive sedation in an en- 
vironment set up to meet specific psycho- 
logical and physiological needs. 


FUNCTIONAL ORGANIZATION OF REST 
HoMEs 


With special reference to the psychologi- 
cal and physiological implications, the en- 
vironment of any treatment center for 
traumatic war neuroses should aim: (1) to 
promote feelings of security and allay the 
conscious anxiety and wide-spread feelings 
of insecurity ; (2) to build up general health ; 
(3) to develop healthy individual and group 
morale. 

These objectives may be attained if care- 
ful and thoughtful attention is given first, 
to the selection of the rest home and its 
physical appointments, furnishings, appli- 
ances and equipment; second, to the selec- 
tion of all personnel and guiding them in 
their respective activities and responsibili- 
ties; third, to the supervision of the dietary, 
and the preparation and serving of food; 
fourth, to the supervision and guidance of 


the work-recreation program; and fifth, to 
the selection of patients for admission to the 
center. 


PuysIcAL APPOINTMENTS 


The environment of the rest home in its 
totality should create an atmosphere of se- 
curity in order that the more specific and 
individual medical and psychological treat- 
ments may be used with maximum effect. 

Experience has effectively demonstrated 
the importance of segregating cases of trau- 
matic war neuroses in convalescent homes 
that are homes in fact as well as in name. 
Anything of an institutional atmosphere is 
strictly taboo. It is desirable to select spa- 
cious private homes with extensive grounds, 
in a rural or semi-rural setting, adjacent to 
a small town or village, and with convenient 
access to large sea-ports or sources of clini- 
cal material. On acquiring such homes ad- 
ditional provisions may be required for the 
storage, preparation and serving of food and 
for additional toilet facilities. 

A convalescent home, on the average, 
accommodates 35 seamen and the resident 
staff. Patients sleep from 2 to 4 in a room. 
Suitable closet or locker space should be 
provided and it is important to avoid over- 
crowding. The furnishings should be attrac- 
tive and homelike throughout. The first 
floor should provide a spacious congregate 
living room, a small library where a few 
men may get off by themselves to read or 
just be quiet, an office for the physician 
and nurses and a business office for the 
managers ; in addition there is a dining room, 
kitchen and food storage facilities. 


THE WorkK-RECREATION PROGRAM 


The living room and library should be 
amply provided with current reading ma- 
terial, books with an appeal to seamen, and 
an assortment of table games. A 16 mm. 
moving picture projector with a sound track 
is a serviceable investment. 

Within the main house or an adjacent 
heated out-building there should be a hobby 
shop. The hobby shop is a modification, 
on a less pretentious scale, of the highly 
organized occupational therapy department 
of a mental hospital. Its equipment should 
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be kept simple and only short term projects 
should be undertaken as the men remain at 
the home for only 3 to 6 weeks. Dependence 
should be placed on voluntary aides from 
the community and on the nurses for di- 
recting these activities. In addition to the 
hobby shop the manager calls for volunteers 
among the men to assist in maintenance re 
pair jobs and modest construction projects 
about the property. 

Some of the men can assist in various 
jobs about the grounds such as raking leaves, 
raising flowers and vegetables, trimming 
trees, sawing wood, attending to gravel walks 
and drives, etc. Medical supervision of the 
work program is very important as undue 
physical activity or work seems to exhaust 
the physical reserve of some men, particu- 
larly those with sensori-motor symptoms, 
and causes temporary set-backs. The work 
program is an important instrument in build- 
ing up a man’s confidence in himself by 
giving him a sense of personal achievement, 
re-establishing his confidence in his useful- 
ness and in gradually conditioning him for 
the active life he will assume on going back 
to his job. 

The recreation program is of two kinds; 
that which requires the active participation 
of the men such as card and other table 
gaines, ping pong, pool and billiards, tennis, 
badminton, social dancing, community sing- 
ing, amateur theatricals, etc. These activities 
should be shared by the nurses, employees 
and voluntary aides. It is activities of these 
kinds that provide not only diversion but a 
means through which a personal interest on 
the part of the personnel is symbolized; a 
factor of considerable importance in morale 
building and combating feelings of inse- 
curity. It is fatal, indeed, for the person- 
nel to refrain from participating in recrea- 
tional activities with the men. 

Another group of recreational activities 
consists of entertainments of various sorts 
in which the men and employees and volun- 
tary aides compose the audience. Such 
entertainments are generously donated by 
gifted artists. These, again, symbolize to the 
men their individuality and importance and 
the presence of employees and volunteers 
in the audience with the men creates a 
feeling of mutual sharing of a personal 
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[July 
morale 
ling and allaying feelings of insecurity. 
Caution must constantly be observed against 
the men being deluged by a dizzy whirl 
of one entertainment after another; this is 
fatiguing and tends to over-stimulate them. 


an important force in 


Pitre 

Seamen, as a class, are heavy eaters. In 
addition to the customary 3 substantial meals 
a day, mid-morning nourishment, afternoon 
tea or coffee and a bed-time snack are pro- 
vided. A well-balanced diet is important with 


fresh fruits, green vegetables and salads to 
high sea faring 


to be low in vitamin content. 


provide a vitamin intake ; 
food is apt 
With practically no exception, the men gain 
much needed weight during their stay in the 
home; this not only puts them in good 
physical condition but serves as tangible evi- 
dence of their improvement, which has an 
important psychological value as well. We 
suspect, too, that the giving of food has an 
unconscious symbolic value and represents 
an important emotional security. 


GENERAL HEALTH 


During the winter months sun lamp and 
ultra-violet treatments are given routinely 
to many of the men; this appears to have a 
beneficial effect on their general health and 
is a tangible treatment procedure which is 
psychologically helpful. There are always 
some men with lame backs, sore muscles or 
stiff joints and these are given infra-red 
heliotherapy. 

Prompt and careful attention to minor 
injuries and illnesses is not only sound medi- 
cal practice but is a particularly good means 
of building up a good relationship between 
the medical staff and the men and provides 
in a tangible manner evidence of a personal 
interest. 


CONCLUSION 


The treatment of traumatic neuroses of 
war should be conceived as a total therapy 
designed to affect, regulate or modulate all 
aspects of the psycho-biological organism 
and its environmental relationships and im- 
pacts. Any and every individual, physician, 
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nurse, social worker and others should 
clearly understand that these patients are 
suffering from a most complex form of in- 
security which has its medical, psychological 
and social symptomalologies. 

These patients are best treated in an en- 
vironment which combines the atmosphere 


of a home, a personally supervised work- 
recreation program, prompt personal atten- 
tion to everything that promotes good men- 
tal and physical health and a genuine sensible 
personal interest in each patient by every 
person in contact with them regularly during 
their stay in the convalescent center. 
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PSYCHOPATHOLOGY OF THE TRAUMATIC WAR NEUROSES’ 


PAUL H. HOCH, M 


From time to time ideas on the etiology 
of the traumatic neuroses have undergone 
considerable changes. Not many reports 
are available, however, about the occurrence 
of this condition before the first World 
War. In the beginning of the last war it 
was assumed that the conditions now called 
traumatic neuroses were caused by micro- 
structural lesions in the nervous system. 
This theory was later disproved by many 
patients developing “shell shock” without 
concussicn experience; and many recovered 
when removed from the danger zone or 
under the influence of suggestive treatment. 
Since then, emotional factors are held more 
and more responsible for the pathology of 
war neuroses. Thus organic structural eti- 
ology was abandoned to be replaced by 
theories which stress their psychic origin. 

Different authors have emphasized differ- 
ent aspects of emotional causation. Most 
of them have assumed that a conflict existed 
between the sense of duty on the one hand, 
and the escape from danger on the other 
hand, which was solved, unconsciously, by 
flight into illness. A primary goal of the 
traumatic neuroses was considered as a 
desire to be removed from danger with a 
progressing secondary goal of wishing to 
receive compensation or pension. 

Recent experiences indicate that the 
traumatic war neuroses show different ways 
of development. They may develop slowly, 
for example, during a prolonged voyage, 
prolonged loss of sleep, insufficient food, or 
during emotional apprehension of an ex- 
pected attack. These are related to a slowly 
mounting fatigue and tension state. It has 
been observed in seamen frequently, and 
called “convoy fatigue.” They may develop 
when a seaman physically sick in a war zone 
cannot be removed. 

Unsatisfactory adjustment to the group in 
which he serves ; unsatisfactory relationship 
to superiors, and feelings of isolation are 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 

2 Consultant in Psychiatry, U. S. Public Health 
Service, War Shipping Administration, RMO. 
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to the production of 
this form of nervous state. 

The latter factors are often associated 
with profound physical and emotional ex- 
haustion, such for example, as the experi- 
ence of being in a life boat for a consider- 
able length of time, although previous to 
the onset of a state of exhaustion the patient 
felt quite well. 

Other forms of traumatic war neurosis 
develop suddenly among seamen. These are 
associated with an acute fright experience, 
due to shelling, torpedoing, or due to con- 
ditions which provoke the feeling of being 
in extraordinary danger, such for example, 
as being trapped in the engine room or not 
being able to escape. Under such conditions 
a neuroses may develop acutely without pre- 
vious tenseness or fatigue. In some seamen, 
however, a previous state of fatigue and 
apprehension had paved the road for a sud- 
den break-down after torpedoing. 

Another group of patients develop a 
traumatic neurosis several weeks, or even 
months, after a traumatic experience. This 
form of war neurosis reaches its full bloom 
when the person has to return to the war 
zone where he expects exposure to danger 
again. In some a traumatic neurosis is 
provoked when coming on shore when the 
sailor must again adapt himself to shore 
life, with all the restrictions and temptations 
this may involve. Occasionally the tensional 
state combined with alcoholic excesses pro- 
voke the development of a full-fledged 
traumatic neurosis. 

In general, war neuroses among seamen 
fall into two broad categories. The first are 
predominantly preoccupied with the past; 
they generally ruminate in retrospect or 
about past expenses. The second are mainly 
preoccupied with the future, with expecta- 
tions of what will or may happen to them. 
In many instances however the past and 
future broodings are combined. In general 
the prognosis is better for cases preoccu- 
pied with past experiences alone. They are 
mainly concerned with eliminating the 
images and memories of terrifying episodes. 
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The anterograde type is most handicapped 
because he is constantly using an elaborate 
alarm system to prevent him from getting 
back into danger. 

In one way or another a large group of 
maritime service men will have some signs 
of ‘war nerves.” In some of them the 
symptoms will remain abortive; whereas in 
others there will be a full-fledged, acute 
traumatic neurosis, with all its manifold 
symptomatology of diverse fear expressions, 
mentally or bodily converted. This will 
occur in individuals with a normal or with 
an abnormal background. For this reason 
it is not believed that the screening out of 
the emotionally unfit from duty will wholly 
solve the problem of the occurrence of 
traumatic war neurosis. It will only lessen 
its incidence. In many instances the trauma 
produces an emotional shock, somewhat as 
gross bodily injury produces surgical shock. 
The emotional shock however has a tremen- 
dous impact, associated with a total or par- 
tial collapse of the self-government of the 
individual. This is replaced by a state of 
anarchy that disorganizes the normal balance 
of excitation and inhibition in the organism. 
This disintegration of self-government mani- 
fests itself in three different ways. 

1. Emotional storm, characterized by a 
terror state, leading to narrowing of con- 
sciousness, amnesia, confusion or, in others, 
to stupor or excitement. 

2. Motility storm, characterized by trem- 
bling, shaking or when inhibiting mechanisms 
have the upper hand, to immobility and cata- 
leptic states. 

3. Vegetative storm, characterized by dis- 
turbances affecting all parts of the body, 
more especially the digestive, circulatory and 
respiratory systems; with alteration in the 
sleep-function; with disturbances in the 
function of the heart; diarrhea; vomiting ; 
anorexia ; and other vegetative symptoms. 

Thus the chaotic, catastrophic anxiety 
state is a primitive defense reaction which 
because of its commotional nature over- 
shoots the mark. These reactions have been 
observed in animals, by Pawlow, Cannon, 
Liddell and others. In this elementary phase 
of the traumatic war neurosis, not much 
conflict or gain can be detected. Compli- 
cated mental mechanisms cease to function 
in an adequate manner or with an inability 


of the individual organism to repattern the 
events of his milieu in integrative fashion. 

That such an anxiety state is not alto- 
gether purposeful is shown by some men 
who were so frightened that they had to be 
pulled out by others, otherwise they would 
have died. In the majority of cases the 
acute or preliminary state of war neurosis 
terminates within a few days or weeks, 
with rest, proper food, sedation and re- 
moval from the danger zone. In a minority, 
however, after this acute anxiety state sub- 
sides, no recovery ensues, but the patient 
begins to take stock. This leads then into 
a secondary stage of anxiety development, 
when many infantile fears become activated. 
The patient thinks about death ; he perceives 
many strange sensations due to the disturbed 
integration of his body functions. The main 
difficulty, however, is that he does not have 
himself in hand. “I lost my grip,’ “I am 
unable to control myself,” as these men 
express themselves. Conflicts about duty and 
escape may enter this phase, or ideas on com- 
pensation. Slowly this still fluid condition 
becomes fixed and then all the mental pic- 
tures occur which are so well known in the 
chronic patient. 

It was and is maintained by some investi- 
gators that the premorbid personality is the 
most important factor in the development 
of the war neurosis. No doubt in the trau- 
matic neurosis in civilian life this holds true, 
and no doubt even in a group of war cases 
previous personality changes may be pre- 
disposing. The vast majority of the trau- 
matic war cases, however, who are suffering 
from the primary or acute state of this 
neurosis, will not show an abnormal heredi- 
tary background, and their personal histo- 
ries will show good adjustment before the 
trauma. It has been observed that all kinds 
of persons having different physical consti- 
tutional make-up and personality traits de- 
velop similar reactions. 

Patients entering into the second phase of 
the anxiety state, however, tend to show 
that the psychic organization of the indi- 
vidual, his constitutional disposition, and 
especially the previous state of balance of 
his emotions, play a great rdle. Most normal 
individuals presumably will return to normal 
health easier than persons who were “ner- 
vous” or not well integrated before. For 
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this reason the treatment of the acute 
traumatic neurosis should start as soon as 
possible to prevent the fusing of this acute 
psychophysiological reaction to exhaustion 
and danger with the previous latent endo- 
psychic anxiety structure. As long as these 
two layers are not fused we have a good 
prospect of cure; later, we are dealing with 
a very complicated and difficult therapeutic 
problem. 

The first anxiety phase of the traumatic 
neurosis is a psychosomatic entity and has 
to be attacked, in addition to psychotherapy, 
with new methods of sedation or even anes- 
thesia. An emotional shock case should have 
the same importance as a surgical shock 
case. The practice of delaying or postponing 
the treatment of the emotional shock is 
largely responsible for the development of 
many of the chronic neurotic states. 

It is probable, in the acute stage of the 
war neurosis that a dissociation occurs be- 
tween the cortical activity and the subcorti- 
cal emotional and vegetative or regulative 
function. This diaschisis would explain 
many symptoms of the acute war neurosis ; 
such as the hyper- or hypoexcitability, the 
lack of emotional control, the inability to 
select stimuli, but to respond “totally” to 
every little stimulus which is in no relation- 
ship to the total response directed toward 
it. It would also explain the dissociation of 
the vegetative control, and the heightened 
tendency to convert emotional manifesta- 
tions into a vegetative function. The insula- 
tion of the emotional life of the individual 
is removed by the acute terrifying experi- 
ence, and has to be re-established. 

It has been pointed out by many investi- 
gators that beside the anxiety, the hostility 
built up in connection with situational con- 
flicts in which the person found himself 
during the war, contribute a great deal to 
the break-down. It is important to visualize 
the traumatic war neurosis as not only dis- 
turbing profoundly the mental integration, 
but also the physiological function of the 
individual as a whole. Emotion, which pro- 
vokes a disturbance, is not alone a psychic 
phenomena, but also a somatic one. In this 
sense the older idea that shock does some- 
thing to the organism which is more than 
mental, is essentially correct. Fear is not 
only a profound emotion but also one of 
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the most potent physiologic disorganizers 
known, and it is certain that if fear attacks 
continue, mind and body suffer simultane- 
ously. This 1s especially well demonstrated 
in cases which developed acutely a gastric 
ulcer, or asthma, in connection with or in- 
stead of the other known symptoms of the 
traumatic neurosis. 

We may mention here some observations 
on our case material of merchant marine 
seamen. It was, somewhat surprising to find 
that abnormal personality traits, present be- 
fore the development of traumatic neurosis, 
did not influence adversely the recovery rate. 
Many show a strong tendency to recover 
after being exposed to very harrowing ex- 
periences. There are other factors that put 
the seaman in a little different category. 
The more significant are; their services are 
solely voluntary ; many are old-timers in the 
profession; and, they are not entitled to 
war pensions. In this group at least there 
are indications that abnormal personality 
make up does not necessarily lead to a 
psychic break-down or foster the tendency 
to remain sick. 

Other indicate that many 
patients want to forget their terrifying ex- 
periences. Some used alcohol to obtain this 
end. Only few patients want to recall every 
detail of the accident, this becoming a com- 
pulsion in some. In other instances the re- 
call of the repressed events was helpful, but 
did not influence the course of the neurosis 
to any extent. 

Patients treated with combined psycho- 
catharsis and sodium amytal intravenously, 
are not so much troubled by their inability 
to recall repressed fragments of memory as 
by the inability to control many of their 
somatic symptoms. Sodium amytal or simi- 
lar treatment serves to diminish irritability 
of the nervous system or relax tension. On 
this basis suggestion or hypnosis may be 
used in eliminating anxiety states. 

The use of the psychogalvanometer for 
measuring the patient’s tensional state before 
and after exposure to a moving picture, 
depicting war actions, and the more intensive 
study of the psychosomatic implications of 
the war neuroses may give some clues to 
their origin and treatment. Such studies 
however should be done before the disorder 
has become crystallized as an intractable 
psychiatric problem. 
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A SYSTEM OF COMBINED INDIVIDUAL AND GROUP THERAPY AS 
USED IN THE MEDICAL PROGRAM FOR MERCHANT SEAMEN * 


STEPHEN SHERMAN, M.D. 


Passed Assistant Surgeon (R) U. 
The characteristic tendency of the mer- 
chant seaman when on the high seas to move 
in a small clique or seek the consoling 
companionship of perhaps a single ship- 
mate, tells us something not alone about his 
personality but also about his way of dealing 
with an anxiety problem or a danger situa- 
tion. The following case is illustrative. 

\ very hardy and stolid seaman with a history 
of perfect previous health, who was in a severe 
torpedoing off the Irish coast followed by nine 
days in the lifeboat with hard weather, assimilated 
the main elements of the catastrophe extremely 
well, but broke down on learning that his closest 
buddy, who had abandoned ship in a different 
lifeboat, was reported lost. 

In recounting the details to the physician, he 
broke down and wept. After brief treatment in 
the rest home by which he improved moderately, 
he shipped out again prematurely, and within a 
few days entered upon a psychotic episode which 
could not be explained by alcohol or other toxic 
factors. Nor did the clinical picture of the war 
neurosis as.it had existed up to that time seem to 
justify this sudden break with reality upon return 
to ship. In the psychotic confusion he heard voices 
behind him and looked around to see who was 
there. He complained to the captain that a man 
was following him about ship. The etiology of this 
hallucinatory siege is obscure, but in drawing a 
horizontal line through the war neurosis as an 
entity, it would seem reasonable to suppose that 
this seaman had had removed from under him a 
valuable psychic prop, namely, his lost shipmate. 

This man became strongly attached to the rest 
home and returned for further treatment. On his 
second visit he seemed to have found a new security. 
Improvement progressed rapidly. It is perhaps 
instructive to observe that very little specifically 
was done for this man at the rest home. He found 
what he wanted there. Individual therapy was 
limited to letting him pour out his story just once. 


INDIVIDUAL THERAPY 


The relationship between two individuals, 
isolated in time and space, has been pointed 
out by psychiatrists, and philosophers be- 
fore them, as a basic human relationship. 


1 Read at the ninety-ninth annual meeting of The 
American Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 
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S. Public Health Service, New York, N. Y. 


For the seaman, with his highly individual 
and peculiarly detached orientation to life, 
it seems to have a special significance. This 
is a significance quite above and beyond mere 
sexual investitures. For the seaman his 
buddy often appears to be a figure of con- 
siderable magnitude, a kind of lens or bi- 
nocular through which he looks out upon 
a host of experiences. As has already been 
suggested, the seaman’s buddy is a security 
figure, one who fulfills a basic need of wider 
than average scope. It is only trite to say 
that the doctor who is treating a seaman 
for war neurosis fits very neatly into this 
psychic niche which the ailing patient has 
left open for him. The classical relationship 
between two suits the seaman admirably for 
therapeutic purposes. 

Furthermore, the intensity of the basic 
need in this regard shapes the therapeutic 
relationship in a particular direction, namely, 
toward the non-verbal. The less the doctor 
says, the better. 

In one case, a war neurosis which ran a 
severe and tempestuous course, the treat- 
ment throughout was based on a single 
dream structure which was defined to the 
patient. The patient seized upon this struc- 
ture avidly, worked it over and over, brought 
fresh clinical material and broke it down 
with the dream structure as a tool, developed 
new cathexes and broke these down in the 
same way, and in fact has not tired of the 
process yet. The slightly bewildered phy- 
sician could do little but sit back and watch 
this procedure in sheer fascination. In the 
background of the therapeutic relationship 
was a strong, well nigh pathological trans- 
ference, difficult to guide, and which point 
to the danger of over-accenting individual 
therapy with seaman. 

The transference to the physician, whether 
positive or negative, is usually strong, and 
there is danger of both patient and physician 
losing sight of their goal, namely, to restore 
the lost ego functions, to regain a firm 


127 


ly | 

ks 

ed 
in- 

he 
11S 
ne 

nd 

C- 

iS, 

ut 
ry. 

ire 

he 

to 

re 

ity 

a 
Icy 
ny 

his 
ery 
m- 

re- 
but 

sis 
ho- 

ly, 

ity 

as 

eir 

ni- 
lity 

On 

be 

for 
ore 

ire, 

ive 

of 

to 
lies 
ible 

|| 


128 MEDICAL PROGRAM 
hold on reality, to affirm to the patient the 
need for recovering the all-important elemen- 
tal functions of eating, sleeping and work- 
ing. In brief, the treatment may diverge 
from the primary goal of getting the sea- 
man back to sea. An even further danger 
in individual therapy is, that for the physi- 
cian who works with merchant seamen pe- 
culiar gratifications are on hand. The sea- 
man is such a pleasant fellow to work with; 
he is so intrigued with the opportunity to 
pour out his experiences to a medically 
interested and sympathetic ear; and the 
clinical material which he brings is so fresh 
and challenging, that the physician stands 
in danger of getting caught in the appeal 
of the work and neglecting other therapeutic 
paths. However, individual therapy, here, 
as elsewhere takes time. There is no short- 
cutting the establishment of a sound thera- 
peutic relationship with the individual man. 
Under the pressure of our war needs, other 
methods of treatment beside the individual 
have to be found. 


Group THERAPY 


The literature on group therapy has be- 
come abundant in recent years, with the 
various goals and methodologies still too 
obscurely defined in a field so new and 
comparatively unworked. There seems to 
be general agreement that individual psy- 
choanalytic procedures do not fulfill all the 
therapeutic needs of the patient. All those 
problems and conflicts which came roughly 
within the domain of the social superego 
do not seem to get properly worked out. 
The patient, returned to society, may find 
that his relationship with people at large is 
still grossly distorted. Most of the group 
therapies seem to have aimed at correcting 
this deficiency in the individual analytic 
procedure. 

Group therapy also implies as a distinc- 
tion in treatment, the introduction of a 
didactic element. Many psychiatrists, far 
from scouting this, would affirm that the 
power of the intellect has not received 
sufficient respect in psychotherapy and that 
it should be more fully exploited. In work- 
ing with merchant seamen afflicted with acute 
war neuroses, there was a certain basic 
problem to be met: within a comparatively 
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short time, say a period of two to four 
weeks at the outside, it was necessary to 


acquaint the seaman with the nature of this 
illness, namely war nerves or, as we now 
cal it, fatigue. It felt that if 
the seaman could know something of what he 
was dealing with, of the way in which the 
forces within himself operated for good or 
ill particularly in wartime, this knowledge 
not only strengthen him against 
er inroads of inimical forces, but would 
so work therapeutically to liberate him 
from the neurosis. 


convoy was 


would 


1 


1 
] 
i 


T 


a 


It was decided therefore to abet the re- 
gime of the rest home with periodic group 
talks dealing in the simplest possible lan- 
with what war 
fatigue was all about. The orientation of 
these talks was predominantly physiological. 
The nature of the blood sugar reserves, the 


guage nerves or convoy 


role of adrenalin in diminishing these re- 
serves, and the whole function of the human 
organism under wartime stress and strain, 
was defined in simple terms. The basic 
orientation on the physiological side, im- 
mediately helped to rob the seaman of one 
of his haunting fears, i. e., the fear of a 
mental disturbance resulting from his tor- 
pedoing experiences. Psychology was drawn 
into the scheme only through discussion of 
fatigue and relation to the adrenalin 
mechanism. It was pointed out how nervous- 
ness meant feelings, how feelings in war- 
time meant chiefly fear, how fear prepared 
the body for defense against attack, and 


how fear 


its 


set the adrenalin mechanism go- 
ing. Thus analyzed as a physiologic defense 
apparatus, fear lost much of its implication 
of moral cowardice for the men, and be- 
came acceptable in their minds. 

Several talks to a group 
drive home the lesson. 
to present 
men 


are necessary to 
The aim has been 
such talks not only to the sea- 
with war neuroses. but also to those 
present at the home for purely medical and 
surgical conditions. In this way both therapy 
and prophylaxis are joined. The reaction 
of the seamen as a group to the presenta- 
tion of such material has been gratifying. 
They are greatly relieved to find that their 
symptoms are rooted in physiologic pro- 
cesses which Nature has provided to protect 


the human animal, and that the symptoms | 


reflect no discredit to them. 
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It is also a relief to them to compare 
through the physician their own symptoms 
with those of men in the other branches 
of the armed forces. The seaman’s strong 
feeling of isolation from his fellows, car- 
ried over in the war into a strange sense 
of detachment from other branches of the 
armed forces, is lessened when he is forced 
to see that his experiences are often simi- 
lar to those of other men who are under- 
going constant gunfire and who like himself 
are exposed to brain concussion or other 
wartime hazards. A considerable cathartic 
element enters here for the merchant sea- 
man holds a strong conviction that his role 
in wartime is just as hazardous, if not at 
times more so, than that of other men in 
the armed forces. When this issue is brought 
up in group meetings, there is apt to be an 
explosive affect, with more or less release 
of internal tension and resulting symptoma- 
tic improvement. 


A constitutionally very sound Latvian with an 
enviable record as an able seaman came to the 
home with a history of subjection to four tor- 
pedoings and three bombings over a period of 
eighteen months, with but a few days interim 
in shipping out between catastrophies. He pre- 
sented on admission the picture of a very acute 
neurosis characterized by severe insomnia, tremors, 
sweats and gastrointestinal disturbances. His cry- 
ing need was for recognition of what he had been 
through. He would pound his chest and harangue 
in a hoarse voice about the torpedoings and bomb- 
ings. When some recognition, both individual and 
group, of what he had endured was granted in the 
home, he quieted down at once, improved rapidly 
and within seven days asked for permission to go 
back to sea. The whole structure of this man’s 
psychology pointed vividly to the need for build- 
ing up of group morale in the merchant marine at 
large. 


Group talks to seamen can be utilized to 
ventilate other issues besides those of war 
neurosis. Discussions of the meaning and 
value of alcohol, a subject of great interest 
and importance to the seaman, have been 
helpful. General topics germane to the 
fundamental purpose of the rest home—rest, 
sleep, food, play and work—can also be 
aired to advantage. However it is fair to 
say that we do not yet know enough about 
the problems of group psychology among 
these men. A baffling admixture of atti- 
tudes of the seamen toward each other and 


toward the world at large militates against 
premature and dogmatic statements, but it 
is safe to say that further work in this field 
will bring fruitful results. 

The large group discussion is necessarily 
almost entirely didactic in nature. To pro- 
vide a more personal, intimate element 
smaller groups of six or eight men, were 
arranged. These groups combined the ad- 
vantages of more individual therapy with 
the gains to be had from the fusion of 
larger bodies of men. Discussions were 
held in the physician’s private office around 
a table where each man had the feeling 
that he could express himself without cen- 
sure or overmuch self-awareness. 

For purposes of release therapy the gains 
were great; private grievances could be 
aired in the presence of both physician and 
fellow seaman; the symptom-complexes of 
one patient could be brought into contrast 
with those of another patient; and the 
physician in this setting was less urged to 
play the role of an instructor and could 
function rather as an expositor and clarifier 
of what conflicts and symptom pictures arose 
among the group. The spontaneous out- 
bursts of individual members guided the 
direction of the physician’s comment easily 
and pointedly. This therapy in small groups 
also allows a great plasticity in procedure, 
subject matter and general technique. 

On one occasion, the war experiences of 
a single member of the group may be taken 
as a starting point for discussion. The others 
then feel challenged to ventilate their ex- 
periences. When the recounting of experi- 
ences threatens to become vague and point- 
less, the physician steps in sharply to bring 
back the discussion to the symptoms in 
question. At another meeting, a general 
topic such as fear, or sweating, or nervous 
stomach, or simply nervousness may be taken 
up. Each man is asked to contribute his 
definition of the concept. The physician’s task 
is then to align the various divergencies in 
the direction of some therapeutic point, such 
as the cure of excessive fear. This work is 
not easy as the emotions among the sea- 
men are rife and there is a strong tendency 
for them to turn the proceedings into a 
volcano. But the technique has its rewards, 
particularly in cases with a compensation 
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psychology in the neurosis and with strong 
underlying grievances. 

In one instance the seaman in question 
had been subjected to three months of 
steady service on a small dirty freighter 
shuttling cargo back and forth from Trini- 
dad to a Brazilian river port when the 
tropical heat was at its peak. The food was 
extremely poor, the hours long to the point 
of illegality, and much of the cargo was 
bauxite which was irritating to the eyes 
and the bronchial tracts. Several of the 
crew collapsed from exhaustion before the 
cargo was fully discharged. After the un- 
loading of cargo in Brazil was completed 
the ship crawled north along the coast and 
off Trinidad was torpedoed. The patient 
was nearly drowned in fuel oil getting away 
from the ship and he narrowly escaped 
burning alive. He saw a shipmate denuded 
of skin from the scrotum down and wit- 
nessed his death later in the army base o1 
Trinidad. All of this war experience aggra- 
vated a pre-existing bronchial condition in 
the patient and produced a full-fledged war 
neurosis. But the factors which the patient 
wished to ventilate in the group talks, above 
all others, were those having to do with 
the injustice meted out to the crew in the 
tropical zone. They had been promised when 
they shipped out from New Orleans, three 
months before, that they would only have 
one week of the extremely trying condi- 
tions on the Brazilian river to put up with, 
and this was stretched close to a three 
months period. When this man vented his 
feelings of indignation in the group, others 
present brought up similar grievances which 
proved to be connected with symptom trends. 
The compensation psychology was softened, 
as well as the symptom picture. 
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CONCLUSIONS 


summing up, it may be reaffirmed that 


idely varying personality pictures of- 


ferred by merchant seamen necessitates di- 
versity of therapeutic approach. This diver- 
1 lixewise demanded by the 


pressure 
a deal of ground 
lisposal. 


ual therapy cannot, so tar as we 


e to date, be cut 
short or swayed very radically from its 
classical forn \ e must always be 
e for the eous healing tendency 
of the acute war neuroses. Many of the 

ute cases in primarily healthy individuals 
do best if not tampered with too much. 
These cases get a great deal out of the con- 
tact \V 1 the rest home in th simplest sense. 
Ma ot them heal and go back to sea in 
three weeks or le 

With those cases complicated by a pre- 
eX o neurosis, the task is of course more 
severe. In the light of our present knowl- 


from a 
form of individual 


1 
edge, there seems to bx no escape 
a d orthodox 


proionged 
therapy with these latter cases. 


It is possible 
realignn 


that some ent in the therapeutic 


may ultimately be necessary, en- 
for these cases in some 
special way. 


Whatever the therapeutic method may be, 
work with war neurosis among merchant 


seamen brings its own unique rewards. One 
would need to travel far to find a group 
of men more appealing as to personality, 
more eager to accept what is offered them, 
grateful for help given. It is 
work seamen will 
conclusion of the war, a 
special interest 


and more 
hoped _ that 
vouchsafe, at the 


bo ly of clinical d 


with these 


ata OI ver\ 
1 
ind value to medicine. 


Tl 
and 
and 
pred 
well 
Dun 
Lew! 

wn 


traut 
porte 
paral 
such 
reser 
W 
ward 
these 
inten 
in di 
this 
corre 
Tl 
factc 
first 
A 
adju: 
thro. 
ences 
dang 
in m 
whic 
impo 
this « 
office 
event 
LR 
The 
Michi 


disct 

M 
has 
varie 


July 


that 
di- 
iver- 
sure 
und 


we 
> 
1 its 
‘s be 
lency 

the 
duals 
nuch. 
con- 
ense, 


ea in 


pre- 
more 
nowl- 
om a 
ridual 
ssible 
eutic 
, en- 
some 


ay be, 
‘chant 
One 
group 
nality, 
them, 
It is 
1 will 
var, a 
iterest 


PERSONAL AND MORALE FACTORS IN THE ETIOLOGY AND 
PREVENTION OF TRAUMATIC WAR NEUROSIS 
IN MERCHANT SEAMEN’ 


DANIEL BLAIN, M.D., Surcron (R) 


United States Public Health Service, Medical Director, War Shipping Administration, 
RMO, United Seamen’s Service 


The emphasis in the literature on heredity 
and constitutional makeup, physical illness 
and fatigue, concussion and alcoholism, as 
predisposing to traumatic war neurosis is 
well known. The articles by William H. 
Dunn(1), Zabriskie and Brush(2), Aubrey 
Lewis(3), Kardiner(4), Rado(5), and the 
symposium on “Convoy Fatigue’ (6), of our 
wn Medical Division, afford a complete 
discussion. 

More recently the importance of fatigue 
has been stressed, especially the emotional 
variety. 

The questions Ilhere, When, and How a 
traumatic event occurs are of supreme im- 
portance. The causes of mental exhaustion, 
parallel to physical exhaustion, lie in factors 
such as: unsatisfactory placement in the 
group ; anxiety over proper safety measures ; 
resentment against imagined mistreatment. 

Without release, the hostile attitude to- 
ward parties presumed to be responsible for 
these conditions is (according to my findings ) 
intensified and becomes an important factor 
in disturbing the balance. The purpose of 
this paper is to show that such a premise is 
correct. 

The importance of the personal morale 
factor was brought to my attention by my 
first case of traumatic war neurosis. 

A young man who had made a good 
adjustment previous to the war had gone 
through two years of severe war experi- 
ences with continued fatigue, exposure to 
danger and emotional strain. He released 
in my presence a torrent of aggressive hate 
which I now conclude to have been most 
important in precipitating the neurosis. In 
this case, extreme hatred against the superior 
officer of the ship overshadowed other 
events. In addition to the subsequent train 


1 Read at the ninety-ninth annual meeting of 
The American Psychiatric Association, Detroit, 
Michigan, May 10-13, 1943. 


of symptoms and breakdown, the patient had 
been disappointed in not receiving the help 
he sought on a number of occasions. His 
symptoms improved immediately with the 
first professional aid, and this improvement 
continued to a complete dissolution of the 
condition. 

A total of two hundred forty-nine cases 
of traumatic war neurosis has been care- 
fully studied in our rest centers over periods 
averaging 24 days. These cases group them- 
selves into certain categories with respect 
to some outstanding circumstance which was 
present in addition to the immediate fact of 
disaster. 

That a traumatic experience itself does 
not necessarily precipitate a war neurosis is 
illustrated by the following case. A seaman 
was standing on one side of the bridge of 
a freighter in Pearl Harbor. A bomb ex- 
ploded on one side of the ship, blowing him 
up and sideways into the air. He landed 
on the roof of a shed 200 feet away, slid 
from the roof on to the dock. He felt no 
bodily injury or nervous reaction. He man- 
aged to reach San Francisco and after sev- 
eral weeks sailed again. He was torpedoed 
in the South Pacific, spent 11 days in a life 
boat, and upon rescue by a plane was brought 
back to Pearl Harbor. He drank moderately 
during this time. Although he had no other 
symptoms, the experience in the life boat had 
caused extreme loss of weight—67 pounds 
in three weeks. This he regained rapidly. He 
then shipped out for Australia and landed 
there without mishap. Upon arrival he drank 
a relatively small amount of liquor in a shore 
bar and went into a peculiar fugue. He re- 
calls nothing of what followed for an entire 
week. He was brought back to the United 
States in a nervous condition, was referred 
to a Merchant Marine Rest Center and ap- 
parently recovered completely. 


131 


132 MORALE FACTORS: WAR NEUROSIS IN 


Personal morale factors fall naturally into 
three main divisions, consisting of cases 
wherein the event leading to the traumatic 
neurosis occurred during, before or after 
additional emotional experiences. 


Group I 


Situations in which highly charged per- 
sonal experiences occurred during the trau- 
matic episode may be typified by the follow- 
ing examples. 

A man watched a comrade, unconscious 
or perhaps already dead, drift into a pool 
of burning oil. He watched 11 others, unable 
to get off, burn to death on the boat. He 
strongly identified himself with each one. 
Anyone of those who died might have 
been he. 

Another man was on the kind of ship we 
like to hear about, “the swellest ship I was 
ever on. We was all buddies.”’ Twenty-two 
of his shipmates were lost. One lifeboat, 
filled to capacity, was sucked under and all 
were drowned, including the captain. Our 
subject and his mates in the lifeboat were 
machine-gunned from a submarine and three 
were killed. A severe neurosis resulted. This 
picture presents the loss of friends, loss of 
a beloved leader and hatred of the enemy 
for cruelty to persons who are helpless. 

Another man experienced a depression, 
which was associated with a sense of guilt 
at having failed to save his own friends. This 
type of symptom occurs frequently. The 
sense of guilt is one of the most common 
symptoms of our severe cases. 

A healthy young man was torpedoed and 
slightly injured. He spent 19 days in a 
lifeboat. On the 6th day he became quite 
nervous after a large ship came near, slowed 
down as if to pick them up, then suddenly 
moved away, perhaps fearing a trap. Disap- 
pointment and anger at the skipper domi- 
nated the picture in this case. 

Another man had been through a collision 
during a blackout in which he sustained 
shock but no serious injury. He had fre- 
quently witnessed the sinking of other ships. 
In fact, he had come through innumerable 
distressing experiences without nervous re- 
sults ; however, when he was torpedoed and 
the skipper as well as the chief cook, his 
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a burning tanker, 
eveloped a definite neurosis. 

y survivor of 
at which capsized with 
8 men. He experienced feelings of guilt, 


e that he should have 


Another man was the only 


countermanded 
the orders of the mate in charge who did not 
understand the handling of small boats. He 


had bee inable to bring hin self to take over 


when the mate began to make mistakes. In 
this case there is a display of both guilt and 
hostility toward the incompetence of the 
officer who lacked knowledge important to 
ever’ In t connection it might 
be well to cite that another man records 
that he was ve ry we I] taken care of by his 


othcer who proved competent in handling 
the situation. This man had no bad reaction 
to his experience, 


A licensed officer, having been through 


arassing experiences, was conscious of 


ing nervous only when upon landing he 
egan to tell others of having lost his captain. 
This un is an illustration of the effect of 
losin l beloved ] ader. 


Another man reports a different kind of 
While swimming in a foreign 
are that “a 
A man ina 


harbor he suddenly became aw 
large following him. 


1 +] re arle 
passing boat shouted that there were sharks 


The fish turned out to be a porpoise, 
shaken and 
collapsed when he reached his ship. The 
from the passing boatman had 


but the seaman was seriously 

warning 
frightened and upset him. 

One of our men had been through some 

which 

len. He was 


harrowing experiences, the last of 
proved too great a mental bur 
on a ship carrying a load of bombs known as 
Near England a British des- 
troyer was contacted. Blinking signals were 
exchanged with confusion, for 
the destroyer began firing on the ship. He 
says, “Something gave way in me, then.” 
The record indicates that he was enraged 
at the stupidity, or at “fate” that almost re- 
sulted in the destruction of the ship within 
reach of protection, after a dangerous trip 
with deadly explosives. In this case apparent 
protection took on the form of menace. 


“blockbusters.” 


apparent 


One man saved himself by his persistence. 
On his trip out he was physically injured and 
hospitalized. Returning on another ship one 
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of the officers, refusing to believe his story, 
accused him of malingering and threw him 
into the brig. He knew that the ship was 
approaching sub-infested waters and was 
terrified at the thought of being locked in if 
a torpedo should strike. He succeeded in 
persuading the captain to release him from 
the brig just two hours before the ship was 
actually hit and sunk. Following this he de- 
veloped a war neurosis. The offending 
officer played the chief rdle in his obsessive 
recriminative ruminations. 

A skipper, feeling the strain of the war, 
complained chiefly of the difficulty of keep- 
ing his ship in the convoy line. He lost sleep, 
feeling that he would be reproached by the 
commodore of the convoy for not maintain- 
ing his position in fog and darkness. This 
fear finally unnerved him. 


GroupP Il 


The situation wherein a highly charged 
emotional experience occurred before a trau- 
matic episode. Another series of cases 
demonstrates how prior events may prepare 
the neurosis. 

A rest home case stated that he had been 
accustomed to a rugged life, had seen the 
seamy side. During his stay he was continu- 
ously obsessed by “two terrible things” which 
occurred before the torpedoing during which 
he lost his ship. He never discussed these 
two events. 

After a harassing experience a seaman 
collapsed. He was obsessed only by the 
thought of his older brother who had become 
a chronic invalid before the seaman’s last 
trip. This case illustrates loss of the leader 
symbol before the traumatic event. 

A third man experienced extreme aversion 
to the food and personnel on the ship which 
he had just lost. He also exhibited a long 
train of ulcer symptoms. As he recovered 
from his nervous condition in the rest center, 
he gave credit only to the excellent food he 
was given. Actually this man, in a hostile 
frame of mind, unable to overcome his dys- 
pepsia, entered the traumatic state as a result 
of a comparatively mild experience. 

Nature spontaneously cures the vast ma- 
jority of men who have a nervous reaction 
after bombing, prolonged strain or torpedo- 
ing. Our records show that at least 95 per 


cent of all our men are shaken from time 
to time, as is natural under the circumstances. 
Of these, an estimated 75 per cent recover 
spontaneously. This appears to leave a sensi- 
tivity or residual effect for we have on record 
many cases of men who were torpedoed once 
or twice but did not break until a later event. 
Some men lost ships in the last war and suf- 
fered no ill effect, yet they collapsed after 
their first experience in this war. No special 
circumstances are found to explain the differ- 
ence in their reactions. There is, of course, 
the difference in age. 


Group III 


This group presents cases in which a highly 
emotional experience occurs after a traumatic 
episode. This residuum, or latent potential 
state, may reappear or appear for the first 
time in such cases. 

We record the cases of three men who 
passed through extreme emotional war ex- 
periences with no immediate ill effects; but, 
following an event upon their return home 
went into neuroses. 

One man was irritated by local “gossip,” 
another by the attitude of his family, and 
a third by insistent requests to discuss his 
experiences. 

After the loss of his ship, a man had a 
heart attack from which he soon recovered. 
Upon his arrival at home, his draft board 
called him within four days. This infuriated 
him and he promptly developed “jitters’— 
a typical war neurosis. 

Another man had had many distressing 
experiences at sea which he withstood very 
well. He had originally gone to sea because 
of financial difficulties in connection with 
his marriage. He exhibited symptoms of a 
war neurosis after he returned from a har- 
rowing trip only after he found his wife had 
been unfaithful. 

These cases illustrate that even mild emo- 
tional experiences following a traumatic epi- 
sode may cause a break in morale. 

There is also an interesting group in which 
there appears not only a psychological impact 
from a traumatic episode, but accompanying 
it a persistent minor physical injury. 

These men suffer repeated relapses, never 
having been completely freed of anxiety 
symptoms. Three of them had damaged ear 
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drums which healed slowly. One was unable 
to recover his former joviality, saying “I’m 
not the happy-go-lucky fellow I used to be.” 
There may be present the feeling that physi- 
cal integrity has been destroyed or perhaps 
a feeling of shame caused by the lingering 
effects of an apparent former illness. A 
shrapnel case had wounds which healed but 
were still tender and became the focus of 
his thoughts. These findings lead me to the 
conclusion that nature is impeded in her 
natural attempts at cure by such protracted 
reminders. 

A healthy vigorous young man, purser on 
his ship and a good leader, felt no nervous 
symptoms until, while walking barefoot on 
shore, having lost his shoes, he bruised his 
heel and an abscess developed. He became 
highly excited, nervous, developed insomnia 
and had nightmares involving his ship, until 
he reached competent surgical aid. The 
abscess was lanced, soon healed, and all 
symptoms faded. He had an exaggerated 
reaction to this physical condition. 

I observed many cases of men in one hospi- 
tal who had lost one foot or both feet by 
amputation from exposure in the North At- 
lantic. I was told by the physician in charge 
that he observed no nervous reaction in these 
nen. The observations were casual, however, 
and undoubtedly some nervous conditions 
were overlooked. It is probable that nervous 
conditions in these men were markedly re- 
duced, months after the traumatic episode. 
One explanation could be that the major 
catastrophe of loss of a limb overshadowed 
the original trauma, or that the conflict of 
duty versus escape was so completely and 
permanently solved that there was no func- 
tion for a neurosis to serve. 

Many men have no adverse reaction either 
to catastrophe or to prolonged strain until 
after a period of rest or hospitalization, when 
the symptoms of “war nerves” appear just 
before discharge. 

The cases described have one thing in 
common—the appearance either during, be- 
fore or after the traumatic episode, of an 
important personal experience which appears 
to be related to the nervous breakdown. 
These incidents are of a personal nature, 
dissociated from the traumatic event, physi- 
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cal condition or constitutional make-up of 
the patient. They appear to be related to 
the element of personal integrity and self- 
esiecem 

Phis additional personal element is mani- 
ested in about half of our cases of war 
neurosis. In the remaining cases it either did 
ot exist « was not discovered. It is note- 
worthy that the personal element 1n all cases 
has been spontaneously divulged by _ the 

rhe im] lication of this series of cases is 
that personal events have an important bear- 
ing on the precipitation of the breakdown. 


Had they not occurred, the effects of the 


traumatic episode would have been lessened. 
Natural recuperation from traumatic war 

d by these additional ele- 
ments, the most important of which are: 


neurosis 1S 1mpede 


1 


(1) loss of comrades and (2) relations be- 


tween the subject and his superiors, whether 


an officer or ‘“‘the powers that be.” 


We believe that prevention is essentially 
the application in advance of the principles 
of treatment. These principles, expressed 


very simply, are the improvement of physi- 
cal and psychic well-being, and insight and 
education on the psychosomatic and instine- 
tive mechanisms. 


Evang(7) says, “It is the surprising, the 
unexpected, the thing for which you are un- 
“To be forewarned 
is to be forearmed” is an excellent maxim. 


Anticipation and understanding of physical 


prepared, which is bad.” 


reactions to danger discount the results tre- 
mendously; therefore, understanding and 


education in methods of dealing with depres- 
sion and aggression are of particular 


importance. 

Physical and psychic build-up may be 
accomplished in advance by the teaching and 
practical application of every means to the 
attainment of health and avoidance of fa- 
tigue, both physical and emotional. Added 
training in safety at sea, psychological and 
physical first aid for seamen, fire fighting, 
small boat handling, and practice in the use 
of safety devices will establish confidence. 
We would follow Strecker’s(8) advice and 
strengthen the second limb of the conflict 
between instinct and ideals, by bringing our 
seamen closer to the Great American family 
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and giving them the backing of the great 
mass of fellow citizens. 

Some of the cases presented suggest the 
importance of capable leadership in securing 
and maintaining the strength and invinci- 
bility of our merchant seamen. The leaders 
should be competent and interested in every 
man, and keenly aware of their vital responsi- 
bility for the morale of each man in the 
crew. of each man that his 
leader is thoroughly competent and faithfully 
devoted to his interests no doubt contributes 


The confidence 


to a more stable mental condition and to 
fewer traumatic war neuroses. 
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DISCUSSION OF MERCI 


ABRAHAM Myerson, M.D. (Boston, Mass.) .— 
These papers prove that the men of the Merchant 
Marine are receiving very high-grade neuropsy- 
chiatric care, and I wish to add my voice to the 
praise of the previous discussants. 

It appears certain from these papers that neuro- 
sis is somewhat like greatness as discussed by 
Shakespeare in “Julius Caesar.” Some men are 
born neurotic, some achieve neurosis, and some 
have neurosis thrust upon them. It takes very little 
imagination to come to the conclusion that the 
conditions under which the men of the Merchant 
Marine serve their country are such as to pro- 
duce nervous and mental disorganization in a 
strong and hardy man. In other words, the situa- 
tional neurosis becomes of great importance in 
considering the casualties of the Merchant Marine 
service. 

It is of interest in this connection to note that 
previous neuroses do not seem to have very much 
to do with the development of the states described 
in these papers, since there is an equal percent- 
age of previous neurotic state in those who re- 
mained free of psychiatric symptoms as in those 
who did develop nervous and mental signs. One 
is led to wonder whether you can screen out the 
potential neuropsychiatric casualty. 

That the job selects the man is axiomatic. Small, 
weak men do not become police-men; and men of 
regular habits, fond of domestic life, avoid the 
daring romance of the sea and seek safety and 
security in conventional community living. It is 
fortunate for our country that there are men whose 
character deviates from that of the average in the 
direction of recklessness, hardihood, even surliness 
or that deviations of temperament exist which fit 
within and influence the choice of their vocations. 
This indicates that unusual occupations demand 
unusual types. 

Dr. Hoch’s paper was extremely illuminating 
and of great theoretical and practical importance 
His statement that the acute state ought to be 
treated like shock is in keeping with my own point 
of view. The value of sodium amytal and other 
chemicals is paramount in the rough and ready 
care of acute nervous and mental disturbance. 
His classification of the types of storms which these 
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explosions and 


SEAMEN PAPERS 
hic and illuminating. I have for 
the which are 
1 situations as vaso-visceral-motor 
reverberations. The fact that both 
ychological treatment are use- 
> neglected is a refresh- 


men present 1S gra] 
spoken of 


1 


a long time reactions 


presented in su 


ing conclusion. 
The rest home, as described, seems an ideal 


ntribution to the treatment of acute neuropsychi- 


emphasis laid on quiet, good 

food, pleasant surroundings and group therapy 
shows that the men of the Merchant Marine are 
bei given a very xg xd chance to recover from 
{ disturbances to which their arduous lot 
exposes them. Group therapy is especially impor- 
tant. Enlightenment as to the nature of their 


and emphasis on the 
and its involvement in neurotic disturbance are 
lly valuable. It these men a chance 
use their intelligence for controlling and direct- 
ing their emotions and instincts. The very fact that 
instructed and treated makes use of the 
gregarious attributes of man in a therapeutic way. 
One man helps another and through the communion 
f suffering there becomes possible a communion in 
riving for health. 
The experiences which patients bring up as rele- 
vant to their disturbed mental state or as etiologic 
factors, are probably not of so great importance 
k. Whatever subjective value 
may have, it is not neces- 
condition which he develops 
any more than a blow on the head in infancy 
causes the dementia precox which a patient later 
develops. 
relationship of merchant seamen to their 
officers is of fundamental importance—for example 
the hate which one man may feel for his superiors 
may great significance. If this hate was 


bodily structure 


esp lally gives 


groups 


ins 


4 me csceem thin 
as some eem to thin 


a patients experience 


of 
earned by the conduct of the officers, one cannot 
doubt that it may serve as a disorganizing force 
on the man’s personality and his subsequent reac- 
tions and point of view under stress. Hate, like 
fear, disgust, anger and the sudden shock of sur- 
prise, is total and somatic in its reverberations 
and disorganizes the functional integrations of the 
body. 
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INTRODUCTION 


It should no longer be necessary to prove 
that psychiatry has a place in war medicine. 
\ll but the most conservative of army au- 
thorities are now willing to accept psycho- 
logical medicine as an important part of the 
Medical Corps organization. Since Septem- 
ber 1939 nearly a quarter of all discharges 
from the Canadian Army for medical rea- 
have been necessary on account of 
psychiatric disorders. All but the least en- 
lightened realize that large numbers of these 
lischarged men should never have been 
enlisted. 

Psychiatric consultation work, during the 
frst two years of the war was done by the 
civilian psychiatrists of the Department of 
Pensions and National Health and four mili- 
tary neuropsychiatrists. No attempt was made 
to shut off the flow of these psychiatric cases 
at their source in the induction stage. 

About a year ago, it became obvious that 
a more elaborate psychiatric organization 
was required, not only to take care of the 
increasing amount of consultation work 
among serving soldiers, but to assess the 
recruit before attestation and prevent the 
enlistment of the psychiatrically unsound. 


sons 


ORGANIZATION 


Each of the eleven Military Districts in 
Canada has a District Psychiatrist who is 
tesponsible for the organization, administra- 
tion and clinical standards of the psychiatric 
work in his district. He is directly respon- 
sible to the District Medical Officer and, de- 
pending on the size of his district, has from 
two to seven assistant psychiatrists under 
him. The policy and standards are laid down 
by the Director General of Medical Services 
in Ottawa, who is advised on problems con- 
nected with the psychiatric organization by a 

1 Read at the ninety-ninth annual meeting of The 
\merican Psychiatric Association, Detroit, Michi- 
gan, May 10-13, 1943. 


Consultant Psychiatrist. This Consultant 
Psychiatrist also correlates the work in the 
various districts. 

At this point, it would seem advisable to 
describe briefly an organization, set up within 
the Canadian Army, which is concerned 
with the allocation of the men to the various 
branches of the service. This organization, 
known as the Personnel Selection Direc- 
torate, was developed in 1941 and since that 
time has become:a well integrated and effi- 
cient unit. Since its function is chiefly that 
of assessing the individual and where he 
might best be employed, its work has paral- 
leled to a certain extent that of the psychi- 
atric service. The organization is comparable 
in that each District has a group of “Army 
Examiners” under a “District Army Ex- 
aminer.” These in turn are responsible to 
the Directorate of Personnel Selection in the 
Department of National Defence, Ottawa. 
The liaison between this group and the psy- 
chiatric service is close and cordial. 

Their greatest contribution, as far as the 
psychiatrist is concerned, has been the ad- 
ministration of the so-called ““M” test. (See 
Appendix 1.) This test was originated by 
the Canadian Psychological Association and 
consists of a heterogeneous group of sub- 
tests designed to assess aptitude, but which 
also gives some information regarding in- 
telligence. Secondly, during their allocation 
interview, a very occasional psychiatric dis- 
ability that has slipped past the psychiatrist 
is recognized and referred back to him. 

The organization and function of a typical 
district are concerned with procedures in- 
volving the psychiatric screening of person- 
nel at induction and those dealing with psy- 
chiatric problems among serving soldiers. 
The assistant psychiatrists are divided into 
two groups to deal with these two aspects of 
the work and a trained sub-staff assists in the 
screening process at the induction stage. 

A recent addition has been the appoint- 
ment of a social service worker to each 
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reception centre. Primarily her function is 
to check information obtained in the psychi- 
atric history from recruits or soldiers by 
making contact with various social agencies, 
police, employers and sometimes the families 
of the men. 


FUNCTIONS OF THE DISTRICT ORGANIZATION 
(A) PSYCHIATRIC SCREENING OF RECRUITS 


The initial screening is carried out at the 
District Reception Centre which is roughly 
comparable to the Induction Centre in the 
United States. Recruits, both volunteers 
and drafted men, come to this centre for 
their initial examination and allocation. The 
psychiatrist was faced with the problem of 
eliminating, as far as possible, all individuals 
suffering from disabling mental disorders 
while still at the reception centre. The first 
difficulty that arose was the question of 
obtaining an adequate staff of psychiatrists. 
It was felt that a brief three or four minute 
psychiatric examination would not be enough, 
yet there were not sufficient psychiatrists 
available to provide for a longer individual 
examination. It was decided, therefore, to 
devise a method of referring for psychiatric 
examination that portion of the recruits 
which would contain the psychiatric prob- 
lems. The following procedures were even- 
tually found to accomplish this task : 

(a) The “M” test, mentioned previously, 
is given to all recruits at the reception centre. 
Those obtaining a score of less than go out 
of a possible 211 are automatically referred 
for psychiatric examination as presumptive 
illiterates or intellectual subnormals. 

(b) Following this procedure, the recruit 
fills out a short questionnaire entitled ‘“‘Ques- 
tionnaire Regarding Health.” This com- 
prises 29 questions. (See Appendix 2.) 
From a scoring of the responses, any indi- 
vidual who is relatively unstable, psycho- 
pathic or psychotic is picked up, provided he 
answers the questions truthfully. In actual 
practice we have found that the answers to 
this questionnaire are surprisingly truthful. 
We know this because copies of the ques- 
tionnaire have been kept for several months 
and if a soldier ultimately develops a mental 
disorder, his original questionnaire is avail- 
able. This procedure has been the object of 
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much criticism, most of which has arisen 
from a misunderstanding of its purpose. It 
has been facetiously r 


eferred to as “29 easy 


ways to get out of the Army.” It is, of 
course, only used to refer a body of men 
o the psychiatrist for consideration. Be- 
cause of the controversy raging about the 


utility of such a procedure, exhaustive ex- 
perimentation was carried out comparing 
this method of individual 
questionn: referrals alone 


with 


ures, medical board 


screening 


and personnel selection group referrals 
lone. The experience of unbiassed experi- 

iters indicates that this procedure was 
the best way of identifying cases of insta- 
bility in a large group of recruits. We wish 
to point out that this questionnaire is em- 


ployed in most of the Military Districts. 
However, two of the districts have inde- 
pendently instituted questionnaire procedures 
of their own which have also proved effective. 

(c) Any member of the medical board 
who notes evidences of psychiatric disorder 
during physical examination may ear-mark 
the man for psychiatric interview. It may be 
noted that neurological examination is made 
by a member of the medical board and not 
by the psychiatrist. 

(d) A non-commissioned officer of the 
psychiatric sub t recruit in 


sub assesses the 
the light of the man’s appearance and con- 


Stati 
test score, his answers to 
and the findings of the 
He also has before him a 
nominal roll of those recruits who have been 


versation, his ‘“M”’ 
the questionnaire 
medical board. 


patients in mental hospitals or who have been 


referred to the provincial mental health 
clinics and he checks the recruit’s name 
against this roll. Through the cooperation 


of the Provincial Department of Health, 
of recruits entering the reception 
centre are checked daily against their files to 
obtain this nominal roll. 

The 
psychiatrist 


nam 


officer sends to 
those indicated by these 
methods and the remainder are assumed to 


be without psychiatric disorder. 


non-commissioned 


the 


(e) As mentioned previously, the person- 
nel selection group refers back any psychi- 
atric disabilities picked up at the allocation 
interview. These are very few in number. 

In practice, these procedures result in 


between 30 and 40 per cent of all recruits 
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being seen by the psychiatrist. Experience 
of six months with this policy has shown us 
that very few soldiers, relatively speaking, 
become psychiatric problems who have not 
been referred by these methods to the psy- 
chiatrist. This method of screening has been 
a great time saver and has permitted us to 
make the most use of our limited psychiatric 
By its use, one psychiatrist can 
cover easily a flow of 100 men a day with- 
out conducting more than approximately 35 
interviews. 


nersonnel, 


Each interview takes from ten 
minutes. The recommendations 
made by the psychiatrist to the President of 
the Medical Board are for “acceptance” or 
“rejection.” The standard of acceptance is 
based on the principle that a recruit to be 
accepted must be sufficiently stable and intel- 
ligent to complete basic and advanced train- 
ing. At the present time, no one is enlisted 
specifically for fatigue work. 

The criticism has been made that the psy- 
chiatrist will have difficulty in determining 
the line of demarcation between those men 
who are and those who are not sufficiently 
stable to complete all military training. This 
necessitated a method of constantly recheck- 
ing our criteria. Such a check was devised 
by indicating for re-examination those indi- 
viduals who seemed to be acceptable, but 
near the borderline with regard to stability 
and intelligence. This group, which com- 
prises from 6 to 8 per cent of ail recruits, 
is re-examined by a psychiatrist after four 
weeks basic training. By that time it was 
felt that the soldier would have had a good 
trial of his ability to adjust to military life 
and to make progress at training. The re- 
sults of this system of recheck have pro- 
vided us with information for lowering or 
raising our criteria as indicated. 


to fifteen 


(B) PSYCHIATRIC CONSULTATION ON SERVING 
SOLDIERS 

(a) Training Camps and Units.—Unlike 

the American system, where the camps seem 


| to be large, Canadian training camps are 
) usually small units of about 1000 men. Since 


ocation 


aber. 
sult in 


ecruits | 


it is impracticable to keep a full time psy- 
chiatrist at each unit and camp, psychiatrists 
travel to these localities from the District 
Psychiatric Office. Each camp or unit in 
the district is visited at least every two 
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weeks and the psychiatrist usually stays from 
one to two days, during which he interviews 
the cases referred for recheck from the re- 
ception centre and examines any other psy- 
chiatric cases discovered in the unit. These 
include problems of discipline, slow training 
progress, suspected instability and unusual 
behaviour. Each man seen is accompanied 
by a detailed report of his experiences in 
camp on what is known as a Psychiatric 
Referral Form. This form has three sections 
to be completed by the Company Commander, 
the unit Medical Officer and the unit Army 
Examiner respectively. This progress report 
not only facilitates the work of the psychi- 
atrist by providing essential information, but 
it also improves the liaison between the 
travelling psychiatrist and the unit offi- 
cers. It tends to obviate a great deal of 
criticism which formerly arose when dis- 
charge was recommended. In addition, this 
cooperative procedure in the assessment of 
the recruit enables the psychiatrist to make 
these training and medical officers conscious 
of such principles of psychiatry as are ap- 
plicable to their every day work. This liaison 
and instruction are furthered by conferences 
held between the travelling psychiatrist and 
the unit officers, both individually and in 
groups. These conferences are productive of 
much constructive criticism and help to clear 
up many misunderstandings in the minds 
of the line officers about psychiatric work. 
The recommendation of the psychiatrist is 
based on two factors—the nature of the 
psychiatric disability and the man’s useful- 
ness to the army. If a man with a psychiatric 
disability appears to be useless to the army 
and this is confirmed by his Company Com- 
mander, he is recommended for discharge. 
If, however, he is suffering from mild mental 
disability, either limited intelligence or in- 
stability, but yet appears to be capable of 
doing useful work in the army even though 
he' cannot continue training, he is recom- 
mended for a lower category and allocated 
to limited duties. Thus, many soldiers with 
mild psychiatric disabilities are salvaged for 
useful service. The actual allocation is left 
in the hands of the Army Examiner. If, 
however, there is no gross psychiatric dis- 
ability in evidence and the man seems capable 
of carrying on, recommendations to this ef- 
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fect are made with any suggestion the psy- 
chiatrist may have in regard to his problems. 

The principle of examining serving sol- 
diers in their own units rather than in a mili- 
tary hospital or a central examining post 
appears to be vindicated by the results. Not 
only is more adequate information on the 
man’s behaviour and usefulness available, 
but also the psychiatrist is able to handle a 
larger volume of work. With this method, 
the travelling psychiatrist is able to examine 
about 15 men a day and the necessity of mov- 
ing the men to a central point with addi- 
tional cost and unavoidable delay is elimi- 
nated. The experience and knowledge 
gained by the travelling psychiatrist about 
military training are invaluable and accord- 
ingly it is the accepted practice to rotate the 
travelling psychiatrists frequently with those 
at the Reception Centre. 

(b) Special Units—Two types of special 
units are also covered by the travelling psy- 
chiatrist. The first comprises training centres 
which have been set aside to train recruits 
with normal intelligence who have had 
limited educational opportunities. In these 
centres, these individuals are given an in- 
tensified and prolonged modification of the 
regular basic training as well as instruction 
in reading, writing and simple mathematics. 
The result of this experiment has been ad- 
vantageous, not only to the army, but also 
to the individuals concerned. From his con- 
tact with these special training centres, the 
psychiatrist obtains insight into problems of 
illiteracy and its relationship to mental re- 
tardation and other psychiatric disabilities. 

The second type of special unit is the Mili- 
tary Detention Barracks. Arrangements 
have been made with the detention authori- 
ties in some of the districts for the routine 
psychiatric examination of all soldiers ser- 
ving periods of detention in excess of 28 
days. Valuable data have been obtained with 
respect to the psychiatric factors entering 
into delinquency in the army and in addition, 
individuals who are in detention by virtue of 
irremedial psychopathic conditions are de- 
tected and arrangements made for their dis- 
charge from the army. 


PsyCHIATRIC PERSONNEL 


The problems of supplying an adequate 
number of psychiatrists to the various estab- 


lishments required special consideration. At 


the time of organization, there were available 
a number of mental hospital psychiatrists and 
a few practicing neuropsychiatrists; now, 
that supply is exhausted. Since the estab- 
lishment for carrying out this 
work is still far from being filled, it became 
necessary to consider setting up a training 
course for psychiatrists. This policy was ap- 
proached with some caution, but necessity 
forced its implementation. Two courses for 
psychiatrists have been set up, 


necessary 


the one at 
Montreal and the other at Toronto. The syl- 
labus at both similar. At each 
course, medical officers commence training 
in groups of three each month. They spend 
the first two months at a teaching psychiatric 


centres is 


hospital acquiring the fundamentals of for- | 


mal psychiatry. The next two months are 
spent in the medical wards of a general 
hospital under the direction of a capable 
teacher of psychosomatic medicine and neu- 
rology. The ensuing month is spent on psy- 
chiatric work in a Department of Pensions 
and National Health hospital, where experi- 
ence is obtained in dealing with soldiers who 
have become psychiatric casualties. The final 
two months are spent in a district psychiatric 
set-up, where the student is instructed and 
gains experience in the two phases of the 
At the end of this seven months 
period, it is anticipated that these medical 
officers will be able to fill positions on the 
the various 


work. 


psychiatric establishments of 
districts. 

Considerable care is taken in the selection 
of candidates for this course. Not only are 
the aptitude and personality of the candi- 
date considered, but he should have had at 
least six months as a Regimental Medical 
Officer. This background helps to compen- 
sate for the lack of previous psychiatric 
experience. 


CONCLUSION 


An attempt has been made in this paper 
to outline the development of the psychiatric 
service in the Canadian Army. Its organi- 
zation has been described with particular 
emphasis on the procedures adopted to meet 
existing and in some cases unique problems 
of geography and personnel. It is to be 
pointed out that this organization is still in 
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mn. At} the developmental stage. It has been beset objects, everyday situations or simple geometric 
ailable| with many difficulties and not infrequent forms. The recruit is asked to determine what is 
missing or wrong in the forms or how the geometric 
sts and criticisms. However, evidences are SPPee formes may be divided in order to obtain smaller 
now,}| ing that some progress is being made and forms. The total score of these three tests alone is 
estab-| that the way to future progress is clearly an excellent indication of the man’s learning ca- 
it. this} marked. pacity and can be used as a guide in the selection 
: of illiterates who are educable. 
ge APPENDIX | Sub-tests four and five are designed to measure 
raining OM” Test the man’s knowledge of tools and simple mechanical 
vas ap- , sy processes. They reflect mechanical aptitude to a 
cessity This test is a printed paper booklet of eight short certain extent. 
ses for sub-tests. It is so designed that a minimum of Sub-tests six, seven and eight measure the indi- 
writing is required. A pencil is used to mark, make _ vidual’s ability in simple arithmetic, vocabulary and 
bees « simple calculations or underline words. It is de- word (or idea) relationship respectively. A con- 
he syl- designed primarily for placement of the individual. siderable degree of literacy is required to do well in 
t each} Each test is preceded by an exercise to insure that _ these tests. 
raining} there may be no misunderstanding as to what is to The recruit’s score in the test on the whole is 
spend be done in the test. expressed by a number (0 to 211), indicating the 
ES: Sub-tests one, two and three are non-language number completed correctly. The length of time for 
chiatric “picture” tests. They comprise pictures of common _ each test varies from 24 to § minutes. 
Ot for- 
ths are APPENDIX 2 
QUESTIONNAIRE REGARDING HEALTH 
capable 
ensions 
experi- 1. Do you think you are in good Yes No 
2. If you are not well, what things are wrong with you: 
Have you ever had Gis (convulsions) No Yes 
on the] 9 Have you ever No Yes 
Se FS Was your mother very nervous (high-strung) when you were a child?.................. No Yes 
i. Are any ok your and Siskers Very No Yes 
sniv are) 14 Have you wet the bed at night since you were ten years Old No Yes 
candi- | 16. Have you had more than six jobs in the last two years, not counting those which were 
Medicalf 17. Did you ever qu. a job because it was bad for your health?.................ceee scence No Yes 
compen- 18. Do you get drunk oftener than once a month ? No Yes 
an 9. Do you ever go on drinking sprees which last longer than a whole day and night?........ No Yes 
21. Would you rather be by yourself most of the No Yes 
24. Do you worry about people talking about you behind your back?.............eeeeeeeees No Yes 
is papet} 25. Have you any relatives who were ever in a mental institution (insane asylum) ?...... .... No Yes 
vchiatric) 2° Were you ever a patient in a mental No Yes 
: .| 27, Have you ever felt so blue that you did not go to your work as usual?............. saweee No Yes 
28. Have you ever had a nervous Yes 
articular 29. Do you ever have spells of sadness when you Cry?...... No Yes 
to meet 
oroblems 
is to be 
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MILITARY 


It is opportune that in this special issue 
of the JouRNAL devoted to psychiatry in the 
armed forces as presented in the symposium 
at the Detroit meeting in May, we should 
look across the seas to take note how Britain 
has dealt with our common problems. 

The experience of the United States paral- 
leled that of Canada and Great Britain in 
that notwithstanding the knowledge gained 
from the first World War of the importance 
of ample psychiatric services, these lessons 
had to be slowly and expensively learned 
again. 

Effective administrative procedures, neces- 
sary in any medical services, are of vastly 
greater moment in military medicine; and 
it can be said that army psychiatry is on a 
satisfactory basis only when it is recognized 
by the national command and provided with 
a suitable directorate on the headquarters 
staff. With this criterion in mind we may 
set down certain dates to indicate the rate 
of progress toward the desired goal. The 
United States, although at war only from 
the Day of Infamy, Dec. 7, 1941, had been 
approaching the inevitable war footing for 
many months; a directorate of meuropsy- 
chiatry under Colonel Roy D. Halloran was 
established in the Surgeon Generals’ Office 
in August 1942. Britain and Canada were 
at war in September 1939; in Britain a di- 
rectorate of army psychiatry was set up early 
in 1942 (two psychiatric consultants, one for 
the British Isles and one for the B.E.F., 
had been designated before the outbreak of 
war and early in 1940 a psychiatrist was 
appointed to each command in Britain) ; 
in Canada a directorate of psychiatry under 
Lt. Col. John D. Griffin was created in 
the office of the Director General of Medical 
Services in January 1943 (Lt. Col. Griffin 
had been serving as liaison officer in psy- 
chiatry between the directorate of personnel 
selection and the office of the D.G.M.S. 
since September 1941, and following the 
succession of Brigadier G. Brock Chisholm, 
himself a psychiatrist, to the latter office 
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PSYCHIATRY 


IN BRITAIN 
in September 1942, the psychiatric service 
on the headquarters staff was established 
by the appointment of Lt. Col. Griffin as 
Director of Personnel Selection). 

Phe story, “Three Years of Military Psy- 
hiatry in the United Kingdom,” * has been 
Id by Brigadier J. R. Rees, Consulting 

Psychiatrist to the British Army, and is 

b : nil o all who are concerned 

with the n cal problems of war. 

\s already ited out a senior R.A.M.C, 

er had been appointed Director of Army 
sycl ‘y early in 1942. With him were 
three associate psychiatrists; and with the 
directorate collaborate also the consultants 
ve mentioned. Gradually the command 
services expanded until there were from 
three to ten area psychiatrists to each com- 
mand. Brigadier Rees reports with satisfac- 
tion that the psychiatrists have suc- 
ceeded in getting “inside the Army”; and 
mong their qualifications he indicates that 
hey need to understand something of all 
the jobs, training methods, and the inti- 
mate lives of soldiers. They have also to 
be very much au fait with all the adminis- 
rative procedures and the techniques for 
disposal of the various cases that they meet 


-third of the total num- 


ber of « s invalided from the British Army 
have been due to psychiatric disabilities. 
This ratio is fairly comparable with Amert- 
can and Canadian figure: l‘or patent 


reasons psychiatric conditions are more fre- 


quent in the army than in the navy or air 


force. 


Particularly noteworthy 1s the report on 


the handling of certain of the higher grades | 


of mental deficiency (8-10% of the whole 
army intake) by special employment con- 
sideration. These are the retarded but emo- 
tionally stable individuals, the “‘one-job” men 
with low learning capacity. They have been 


* British Medical Journal, Jan. 2, 1943. 
04; 
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retained in the army and employed in un- 
armed labor sections with notable success. 


They give splendid service in a variety of occu- 
gations, relieving more intelligent men for other 
tasks and in many cases doing the jobs very much 
better than they are naturally done by the more 
intelligent type of individual. These men are proud 
to be in the Army, and they are happy because they 
have found friends on their own level. Disciplinary 
troubles are almost entirely absent, and these units 
provide a striking indication of what can be done 
in the way of employment of a group in society 
which in pre-war years had certainly been a prob- 
lem from many angles. 


British experience in personnel selection, 
as recorded by Brigadier Rees, is very in- 
structive. Even before the outbreak of 
hostilities an unsuccessful attempt was made 
to introduce selection-testing into the army. 
In the early days of the war, therefore, 
the army psychiatrists were busy weeding 
out unsuitable men already in uniform. 
Gradually they began using the commoner 
psychological lists, the usefulness of which 
at length led to the establishment (June 
1941) of a personnel selection directorate 
under the guidance of experienced industrial 
psychologists. This was the next step in 
advance. Finally in July 1942 the general 
service selection procedure was introduced 
and applies now to all men taken into the 
army. 


The Directorate for Selection of Personnel had 
undertaken a complete job-analysis of the multi- 
tudinous tasks in the different arms of the Service, 
and as a result was able to lay down the standards 
of intelligence and other aptitudes necessary for 
each job, thus providing a basis fo> the correct 
posting of men in certain proportions to each type 
of unit. The accomplishment of this work produced 
a revolutionary change in the Army’s utilization 
of man-power and has set a standard which will 


certainly be applied in industry and in social life 
in the post-war world. The matching of men to 
suitable work is as valuable a means of psychiatric 
prophylaxis as anything that could well be devised. 


Brigadier Rees points out that in this 
mass selection of men industrial psychology 
makes a major contribution, and that “in 
the army the psychologists and the psychia- 
trists work together as a team in the best 
possible way, and their interdependence is 
fully demonstrated.” This collaboration is 
carried further in the personality and char- 
acter studies for officer selection as applied 
by the War Office Selection Boards. The 
procedure includes two days of observation 
of officer candidates by a team consisting of 
the president and military testing officers 
(regimental soldiers), psychologists and psy- 
chiatrists, the aim being to discover the 
special qualities which fit officers to the 
various branches of the service. It is in- 
tended that follow-up work shall be carried 
right through the army career of each of 
these officers as a demonstration of the 
validity of the method. Here again is a mili- 
tary technique which holds much promise 
for peace time elaboration. 

We are grateful to Brigadier Rees for 
his illuminating report, of which we have 
herein indicated some of the more significant 
points. One further comment, referring to 
the psychoneuroses, deserves quotation : 


Shortly before the outbreak of war a conference 
called by the Ministry of Pensions expressed the 
intention of providing treatment but not giving 
pensions, save in exceptional cases, to men who 
broke down with neurotic symptoms. This policy 
has to a considerable extent materialized, although 
up to date the moral situation which it was hoped 
to combat by this decision has hardly arisen, since 
there has been no epidemic of true war neurosis. 


THE NEW YORK STORY 


The membership of the American Psy- 
chiatric Association will be surprised and 
perhaps shocked at the tone of this article. 
It has been accustomed to serious, scientific 
expositions, to simple news items, to calm, 
cool and dispassionate discussions. Upon the 
topic to be discussed your Association has 
taken a decided stand and you have a right 
to be informed. It has been decided now 
that responsibility is to be fixed. 

10 


The people in November 1942 restored 
a political party which, in New York State, 
had twenty years of obscurity and on Janu- 
ary I, 1943 Thomas E. Dewey assumed the 
responsibility of the Governorship. There 
was speculation in psychiatric and welfare 
circles concerning his attitude toward the less 
fortunate. New York has two traditions 
bearing on this point. One is that the 
Governor’s party in New York State has 


| 
| 
| 
| 
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but little interest in the less privileged. That 
was shown by Governor Dewey’s two im- 
mediate party predecessors, of whom there 
have been few in the last forty years, each 
serving only a single term of two years. His 
immediate predecessor, Governor Miller 
(1921-1922) slashed maintenance appropria- 
tions and dealt severely with those friends of 
the Department of Mental Hygiene who 
spoke their minds. 

Another tradition in New York is that a 
District Attorney makes a poor Governor. 
The legal mind being preoccupied with crime, 
is prone to think that decent behavior must 
be a blind and if one looks far enough and 
with sufficient care, wickedness will be 
uncovered. 

After dealing with rackets and murderers 
in New York State, Governor Dewey came 
to Albany, the capital city. Those with an 
ear close to the ground heard disquieting 
rumors shortly after his election. The story 
was that Governor Dewey was convinced 
there was advantage to be gained by disclos- 
ing the workings of the Department of Men- 
tal Hygiene which for so long had been the 
object of the interest of the other party. As 
the Department spent $40,000,000 a year, a 
business man should be in charge and as after 
all the operation of a hospital was a business 
enterprise, its proper head should be a man 
trained in the business world. That adminis- 
trator could hire doctors to treat patients. 
You will be surprised to learn with how little 
wisdom this affair was viewed. 

The prospect was discussed with the Gov- 
ernor’s party leaders and it seemed that the 
plan would not be pushed. Evidently it was 
not dead. It merely slumbered and perhaps 
it still has more than a spark of life. The 
Governor’s attitude during the first weeks of 
his administration indicated that he had little 
respect for the career men who had served 
under the previous administration. He did 
not see them, neither did he indicate what 
he intended to do. 

Things dragged until the close of the legis- 
lative session approached. Then came a tele- 
gram from a local legislator that there was 
an epidemic of amecebic dysentery in the 
Creedmoor State Hospital. This had been 
a matter of record for six months for during 
that interval the hospital had been in con- 
sultation with the State Department of 
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Health and the Department of Health of 
New York City. These departments had not 
become excited over the 100 cases although 
the hospital had asked for active cooperation. 
Apparently this was the long awaited oppor- 
tunity. The Governor forthwith appointed 
an investigator in the person of Mr. Archie 
O. Dawson, a New York lawyer. 

That investigation has come and gone. It 
fell rather flat although some newspapers 
tried to inflate it into a real issue. It failed 
because the foundations upon which it was 
built xy suppressing a report 
by the State Department of Health belittling 
the ameebic 
dysentery over a six months period, by stress- 
ing some minor housekeeping faults, by flay- 
ing the lay board of visitors for not telling the 
physicians how to deal with a “raging epi- 
demic threatening the community health”’ and 
by the use of such generalities as “corrup- 
tion,” “dead wood” and “medical trust,” the 
confidence of the unthinking in the Creed- 
moor State Hospital was disturbed for a 
day or two. 

An ambitious elected official, when his 
prestige receives a jolt, immediately seeks its 
restoration, so another investigation was 
hopefully announced. A group of five has 
been named and charged with the duty of 
investigating the New York State institu- 
tions under the jurisdiction of the Depart- 
ment of Mental Hygiene. Here they are: 

Mr. Archie O. Dawson, the New York lawyer 
who conducted the Creedmoor investigation. 

Mr. Lee B. Mailler, the Assemblyman who intro- 
duced the hostile legislation. He is the lay super- 
intendent of a 70 bed hospital. 

Dr. Peter Irving, the secretary of the New York 
State Medical Society. 

Dr. Fraser Mooney, Superintendent of the Buffalo 
General Hospital. 

Mr. Charles Roswell, 
United Hospital Fund. 


real ] 
were weak, I 


occurrence of 100 cases of 


Assistant Director of the 


None of the investigators is experienced 
in the field of inquiry but from a minority 
a sort of balanced judgment can be expected. 
The sober few may be overwhelmed by the 
zeal of the others in an effort to justify their 
appointment, for, in the minds of some, to 
fail to make a damaging report is to confess 
to official ineptitude. 

It is interesting to speculate on the nature 
of the report which this committee may make. 
The committee will find what many have 
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known for months. They will find that all 
standards have fallen. With the war com- 
ing first, with so many in uniform, with the 
attraction of defense plants, institutions have 
thousands ef vacant positions. The emer- 
gency is so great, that employment has been 
given to some who ordinarily never would 
have been engaged. The committee will find 
that if, in years gone by, more money had 
been spent, the standard of care would have 
been higher. That finding will startle no- 
body. They will probably find minor sins 
of omission and commission. Someone will 
have to be smeared. Well, perfection resides 
in only a few. 

Deeper consequences can be anticipated. 
Distrust and suspicion will rear their ugly 
heads. Public confidence slowly and pain- 
fully gained is easily lost and it is sad to 
see a Roman holiday made of a respected 
enterprise. The chief sufferers will be the 
patients if the investigators do not keep 
themselves well in hand. The uncertainties of 
the future will divert the medical officers 
from the job of caring for the sick. Some 
will be so disgusted at the lack of under- 
standing in high places that they will seek 
pleasanter pastures and some will decide that 
long overdue retirement should be grasped. 
The voluntary retirement of a half dozen 
superintendents can be anticipated. Probably 
no superintendent is so vulnerable that he 
will be forced out but the sense of loyalty 
and the obligation to stick do not flourish 
in a hostile environment. Other states and 
some private institutions will find good fish- 
ing in New York waters. 

What will happen to those institutions 
which lose their directing head while so many 
of their logical successors are in the armed 
services? Obviously the positions should 
not be permanently filled. To do so would 
penalize the absent who have made financial 
and family sacrifices and it would place for 
years to come juniors at the head, with the 
better men (if they would return) as sub- 
ordinates. The alternative is to let things 
drift. Going down stream is not progress. 

It would be a patriotic gesture and a good 
thing for the patients if this investigating 
committee were to make a quick survey and 
say that as the whole idea was misbegotten, 
let no one be disturbed. That is too much 
to expect but New York will be fortunate if 
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its state hospital institutional situation can 
be held close to the present level. Let plans 
for progress be put off until they are 
practicable. 

In the last generation New York has spent 
inillions on construction. The result is build- 
ings which will long outlast anyone now liv- 
ing. The committee can say the buildings 
are too good or not good enough. On either 
of these scores the Department can be at- 
tacked. As the issue is one of opinion no 
defense can be made which will receive as 
much public attention as the accusation. 

The first casualty was the Commissioner. 
His term ended December 31, 1942, and he 
earnestly desired release. Constant applica- 
tion to his job, his untiring efforts to be 
helpful to the institutions during these try- 
ing times, a strong sense of duty, a deep 
personal loss and some ill health sapped his 
strength. He was kept dangling for nearly 
three months not knowing when the axe 
would fall. He hoped another would soon be 
named and he was disposed to be as helpful 
as possible. When at the very end of the 
legislative session a bill was rushed through 
removing the statutory qualifications which 
limited the appointment to a physician with 
experience in the mental hygiene field and 
when it became apparent that no one in the 
service would be considered, Dr. Tiffany 
made a dignified exit, with no loss of his 
professional or personal standing. 

Then came a search for a_ successor. 
Rather rigid specifications were drawn up. 
The new Commissioner was to be between 
35 and 45 years of age, experienced in hos- 
pital administration and of demonstrated 
efficiency as a business man. The naive ex- 
pectation was that picking and choosing 
among eager applicants would result in an 
appointment which the world would applaud. 
It was quickly discovered that there was no 
reservoir of competent unemployed from 
which an appointment could be made. Of- 
ficials of The American Psychiatric Asso- 
ciation were consulted and some shopping 
took place. The net result was some plain 
speaking which was not relished and failure 
to secure acceptance of the proffered appoint- 
ment. The specifications were then forgotten 
and finally the appointment of Dr. Mac- 
Curdy was announced. At this writing he 
has scarcely begun to explore the extent of 
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his duties. He is unknown in this field but 
the general verdict is that New York might 
have gone further and fared worse. Like 
his predecessors, he is not interested in the 
fortunes of any political party. At least 
that is one thing for which to be thankful. 

Two important questions remain to be 
answered. Is the plan to put business first 
dead or merely resting, in the hope that the 
new investigation will produce a mixture with 
which that plan can be made _ palatable? 
Another question is, has the Governor 
learned anything in the six months of his 
tenure and can he throw out his poor ad 


CLIFFORD WHITTINGHAM 


The JouRNAL in sorrow records the death 
on the ninth of July of Clifford Beers. He 
was one of the choice spirits of this earth 
and his position in a world-wide crusade for 
human betterment was unique. 

Without his greatheartedness, his imagi- 
nation and prophetic insight, his faith in the 
splendid cause he had conceived, his relent- 
less drive to accomplish the task he had set 
his hand to—a task which was nothing less 
than a mission and a life career, it is unthink- 
able that anything like the great Mental 
Hygiene Movement could have come into 
being. 

Launched by him in 1908, it steadily ex- 
panded until there were mental hygiene 
organizations in nearly every country on 
the globe; and in 1930 Mr. Beers was the 
central figure in the mammoth First Inter- 
national Congress on Mental Hygiene in 
Washington whereto gathered delegates from 
mental hygiene bodies in fifty-three nations. 

Parent of all these bodies was the Na- 


[July 


visers, several of whom are in the Legis- 
lature? They made the snowballs which the 
Governor so casually tossed about. Is he of 


int size or is he of full measure ? 

[here are those who think that the Gov- 
ernor can profit by his mistakes. Let us see 
whether he can or whether he is so convinced 
that man has but little merit that if he looks 
long 


Phose 


uncovered. 
who do not have powers of inquiry 


enough a crime will be 


least can look at the record and draw 
conclusions. 
Che Governor may yet perform better than 


now promises. 


BEERS 


tional Committee for Mental Hygiene 
founded by Mr. Beers in New York City 
in 1909. Inspiration and guiding force of 
the new movement, it is not merely a manner 
of speech to say that the name of Beers and 
mental hygiene were equivalent terms. 

His was truly a labor of love because it 
was the outgrowth of his own suffering. All 
this he wrote down in one of the most amaz- 
ing autobiographies of all time, “A Mind 
that Found Itself,” which is required reading 
for every student of the mental sciences, 
for every one interested in human welfare. 

Clifford Beers has gone; and those who 
knew him and enjoyed his friendship will 
feel a deep and abiding personal loss. And 
his friends were many because he was the 
friendliest of men. Our world has benefited 
from his life. His influence for the promo- 
tion of the mental health of our kind will 
continue. His is a 
in all generations.” 


“name to be remembered 
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NEWS AND NOTES 


THE DETROIT MEETING 


The 99th annual meeting of The Ameri- 
can Psychiatric Association was held at the 
Hotel Statler, Detroit, Michigan, May 10, 
II, 12 and 13, 1943. There had been some 
misgivings about what the attendance might 
be, and a few had even counselled cancella- 
tion despite the strongly military flavor of 
the program and the unwillingness of the 
Office of Defense Transportation to inter- 
fere. All misgivings were dispelled by the 
results, however. The Surgeons General of 
the Army and Navy were most generous in 
arranging to send medical officers, and the 
total registration surpassed the widest ex- 
pectations—1321, 620 of them Fellows or 
Members. Following the precedent of last 
year, the meeting was limited to four days. 

The meeting was called to order by the 
President, Dr. Arthur H. Ruggles, on Mon- 
day, May 10 at 10:00 A. M. After the in- 
vocation by the Episcopal Bishop of Michi- 
gan, the Rt. Rev. Frank W. Creighton, ad- 
dresses of welcome by Mayor Jeffries of 
Detroit and the President of the Wayne 
County Medical Society, and several reports, 
the Association paid their respect to 32 de- 
ceased members. Included in the list read by 
the Secretary while the membership stood in 
silence were the names of two who had died 
in active military service—Lt. Herman 
Wortis of the Navy and Capt. Andrew H. 
Panettiere of the Army. A memorial to 
former President Hubert Work was read by 
President Ruggles. 

Section I then opened a program on shock 
therapy. The Section on Convulsive Disor- 
ders met during the forenoon, afternoon and 
evening, the two latter sessions being held 
jointly with the American Branch of the 
International League Against Epilepsy. The 
Section on Forensic Psychiatry had two ses- 
sions on this day. On Monday afternoon a 
largely attended session on Military Psy- 
chiatry was held, at which various aspects 


| of the functions of psychiatry in the Army 


were presented. 
On Monday evening President Ruggles 


presided at a large public meeting arranged 
by the local committee. The speaker was 
Prof. Robt. J. McCracken of McMaster 
University, Hamilton, Canada, who took as 
his topic “Mother and Child in a Global 
War.” 

On Tuesday morning, May 11, officers 
were elected and certificates of fellowship 
were presented to those elected to that grade 
last year. Dr. Ruggles, in observance of the 
fact that Dr. Adolf Meyer this year cele- 
brates fifty years of membership in the Asso- 
ciation, called him to the platform to preside 
during the reading by Dr. Ruggles of the 
Presidential Address. 

Tuesday afternoon was devoted largely to 
presentation of the use of psychiatry in the 
U.S. Navy. Most dramatic was the manner 
in which the entire group in the crowded ball- 
room rose to its feet in tribute at the close 
of Commander Bart Hogan’s unassuming 
but eloquent account of his observations on 
the USS Wasp during combat and at the 
time of its sinking. Other topics considered 
during the day were administrative psychi- 
atry, and electroencephalography, and psy- 
chosomatic problems, the latter under the 
auspices of the newly organized American 
Society for Research in Psychosomatic 
Problems. 

On Tuesday evening Round Tables were 
held, the following subjects being consid- 
ered: electric shock, occupational therapy, 
psychiatric nursing, rehabilitation, Veterans 
Administration, and war time mental health 
of industrial workers and industrial com- 
munities. 

Wednesday morning, May 12, opened with 
a section devoted to traumatic neuroses in 
Merchant Seamen, presenting the work of 
the U. S. Public Health Service in this field. 
Section II met jointly with the Section on 
Psychoanalysis, and in the afternoon the 
Section and the American Psychoanalytic 
Association met jointly. In the afternoon 
Section II was devoted to papers on Alcohol 
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and Drugs, and the third section took up 
various topics. 

On Wednesday noon the Devereux 
Schools held their usual luncheon. Dr. 
Thomas J. Heldt was moderator and Dr. 
Edward A. Strecker spoke on “The Cultural 
Significance of Mental Defect.” 

The custom of holding an annual dinner 
on Wednesday evening was revived, and de- 
spite the signs of rationing it was very suc- 
cessful. Dr. Ruggles presided and presented 
Dr. Adolf Meyer with an illuminated scroll 
in recognition of his 50 years of service to 
the Association. Dr. Ruggles’ usual aplomb, 
however, was mildly ruffled when the tables 
were turned on him by the presentation to 
him by Dr. Martin H. Hoffman, Chairman 
of the Committee on Arrangements, of a 
fountain pen and a beautifully bound volume 
containing the signatures of the guests pres- 
ent at the dinner! The speaker was Mal- 
colm W. Bingay, who commented on politi- 
cal scenes past and present, under the caption 
“A Mad World.” 

The final morning session witnessed the 
election of fellows and members, as recom- 
mended by the Board of Examiners and 
Council. Miss Mildred C. Scoville, of the 
Commonwealth Fund, and Brig. Gen. Eugen 
I. G. Reinartz, of the Medical Corps of the 
U.S. Army Air Force, were elected to Hon- 
orary Membership, and Dr. Emilio Mira, of 
Buenos Aires, Argentina, to Corresponding 
Membership. Other elections were: asso- 
ciate member, 73; member 202, transfer to 
member 54; transfer to fellow 37; reinstate- 
ments 5. The Secretary read a letter of 
greeting from the Independent National Uni- 
versity of Mexico which had been brought 
by Dr. Samuel Ramirez Moreno, a Cor- 
responding Member of the Association. 
President Ruggles then introduced Dr. 
Moreno, who responded gracefully. 

The following resolution, recommended by 
the Council, was unanimously adopted : 

Wuereas: The State of New York has, during 
a hundred years of medical administration of its 
hospitals and departments for the mentally ill, de- 
veloped a system and standards which are among 
the best anywhere, and are frequently looked upon 
as a pattern to be followed in making advancements 
in other places ; and 

Wuereas: The American Psychiatric Associa- 


tion consisting of over 3,000 members, assembled at 
their 99th annual meeting, having learned with 
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much concern of the repeal of the statutory medical 
ind psychiatric qualifications heretofore required in 
the position of commissioner of mental hygiene of 
the State of New York; 

Be It, Therefore, Resolved, That this Association 
deplores this departure from sound principles and 
practice in psychiatric administration by the great 
State of New York. It begs to advise the people of 
the state, their Governor, and representatives in the 
legislature that long experience teaches that the 
appointment of a commissioner of mental hygiene 
who is without medical and psychiatric qualifica- 
tions would be reactionary and prejudicial to the 
effective operation and further development of the 
mental hygiene department, and of the service for 
the mentally ill, not only in New York State, but, 
by its adverse influence and example, throughout 
the nation. 

Be It Further Resolved, That copies of this pre- 
amble and resolutions be sent to the Governor of 
New York, to the presiding officer of the Senate, 
the speaker of the Assembly, and the press. 

The report of the Committee on Resolu- 
Particular ref- 
erence should be made to the expression of 
appreciation in the resolutions directed to 
the Surgeons General of the U. S. Army, 
Navy and Public Health Service, and the 
Directors General of the Medical Depart- 
ments of the Canadian Army, Navy, and Air 
Force for making it possible for so many of 
the members of the armed forces to attend 
and participate. The incoming President, 
Doctor Strecker, was accompanied to the 
platform by Col. Franklin G. Ebaugh and 
Com. Francis J. Braceland and presented to 
the audience. The incoming President-Elect, 
Dr. Karl M. Bowman, was also presented. 

The Section on the Psychopathology of 
Childhood held meetings in the forenoon and 
afternoon, and miscellaneous topics were 
presented in the other sections. 

The Kentucky Psychiatric Society was 
accepted as an affiliate society of the Asso- 
ciation. 

Dr. John C. Whitehorn was nominated as 
a member of the American Board of Psychi- 
atry and Neurology, succeeding Dr. C. Mac- 
fie Campbell. He was also elected an Asso- 
ciate Editor of the Journal, succeeding the 
late Dr. Aaron J. Rosanoff. 

Philadelphia, Pennsylvania, was selected 
as the place of meeting for the Centennial. 


tions was likewise adopted. 


Dr. Earl D. Bond, Chairman of the Cen-| 


tenary Committee, has requested informa- 
tion concerning living descendants of the 
“original thirteen,’ and would welcome any 
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suggestions from the members concerning 
plans for the meeting. 

The following officers were elected: 

Dr. Edward A. Strecker, President; Dr. Karl M. 


Bowman, President-elect ; Dr. Winfred Overholser, 
Secretary-Treasurer. 


Members of the Council for three years: 


Dr. Arthur H. Ruggles, Providence, R. I.; Dr. 
Bernard T. McGhie, Toronto, Canada; Dr. Ray- 
mond W. Waggoner, Ann Arbor, Mich.; Dr. G. 
Alexander Young, Omaha, Nebr. 


Auditor for three years: 
Dr. Ralph C. Hamill, Chicago, Ill. 


Officers of Sections were elected by the 
Sections as follows: 


Convulsive Disorders: Dr. William G. Lennox, 
of Massachusetts, Chairman; Dr. David E. Mc- 
Broom, of Minnesota, Secretary. 

Forensic Psychiatry: Dr. Frank J. Curran, of 
New York, Chairman; Dr. S. Harvard Kaufman, 
of Ohio, Vice-Chairman; Dr. O. Spurgeon English, 
of Pennsylvania, Secretary. 

Psychoanalysis: Dr. Philip R. Lehrman, Chair- 
man; Dr. O. Spurgeon English, Chairman-Elect; 
Dr. Robert P. Knight, Secretary. 

Psychopathology of Childhood: Dr. Frederick H. 
Allen, Chairman; Dr. Groves B. Smith, Vice- 
Chairman; Dr. Oscar J. Raeder, Secretary. 

Drs. Arthur H. Ruggles and Douglas A. 
Thom were elected as members of the Ex- 
ecutive Committee. 

A full account of the proceedings of the 
Council of the Association will be presented 
in the next issue. 

The local Committee on Arrangements, 
under the Chairmanship of Dr. Martin H. 
Hoffman, was most efficient and attentive; 
they deserve great credit. The Women’s 
Auxiliary Committee, ably headed by Mrs. 
Leo H. Bartemeier, made excellent provi- 
sion for the entertainment of the visiting 
ladies, about 70 in number, despite the some- 
what inclement weather. 

An excellent scientific exhibit was pre- 
sented under the direction of Dr. S. Bernard 
Wortis, and a fine and varied program of 
motion pictures in charge of Dr. Howard R. 
Masters was arranged. The commercial ex- 
hibits were of excellent quality and reason- 
able in number. 

The Statler Hotel, on account of the vicis- 
situdes of war, particularly with reference 
to rationing, the congestion of the city, and 
the shortage of trained personnel, was op- 


erating under a handicap. The management 
made every effort to meet the needs of the 
Association, and the members were consid- 
erate in making allowances, taking the delays 
and other minor annoyances in excellent 
part. 

The attendance at the sessions was excel- 
lent, and probably much more consistent than 
usual. The war cast its shadow, and the 
interest shown by the membership in the pro- 
ceedings was serious and intense. Through- 
out, however, one sensed an atmosphere of 
optimism, of a complete confidence in the 
outcome of the war, and of a profound 
determination to prosecute the fight to an 
early and successful conclusion. 

WINFRED OVERHOLSER, M.D., 
Secretary-Treasurer. 


OccuPATIONAL THERAPY IN THE ARMED 
SERVICES.—At the occupational therapy 
round table during the 1943 annual meeting 
of the Association at Detroit, Colonel Roy D. 
Halloran, chairman of the neuropsychiatric 
division, office of the Surgeon General, re- 
ported the recent appointment of Major 
Walter E. Barton, formerly president of the 
Massachusetts Association of Occupational 
Therapy, to the staff of the Surgeon General. 
Major Barton will have supervision of the 
organization of the occupational therapy 
program in the army medical services. While 
this move has been initiated in connection 
with the psychiatric service, it is planned to 
make occupational therapy available to all the 
medical and surgical services. 

Colonel Halloran suggested that therapists 
interested in military work should await the 
launching of the new program when their 
services will be required. He also stressed 
the need for men to enter the field of occupa- 
tional therapy. 


Nazi Mepicine.—The astonishing state- 
ments are made by Nazi physicians: Pro- 
fessor Hans Reuter delivered an address in 
Rome in which he urged that physicians 
should stop treating disease and concentrate 
on improving the health of the nation as a 
whole by applying eugenic principles. In 
other words, the sick should simply be ig- 
nored. According to Reuter, “Racist mea- 
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sures must be carried out on a wide scale, 
particularly sterilization, as a means of pre- 
venting the reproduction of the socially un- 
fit.” At a Berlin medical congress, Dr. Bes- 
sau argued that a high rate of infant mor- 
tality was a boon because it was nature’s 
way of weeding out the unfit. In an essay, 
Dr. Kippe says epidemics are similar bless- 
ings because they get rid of surplus popula- 
tion. Thus the “naturopaths’” of Germany 
dominate the medical press and congresses 
to such an extent that they oppose the ad- 
vances of bacteriology and the use of vac- 
cines and serums, because vaccination and 
inoculation may be the means of mixing 
“non-Aryan” with ‘‘Aryan” protein to the 
great detriment of the German ‘“‘race.’’— 
South African Medical Journal. 


Wuo Is ror VererRANS Hos- 
PITAL SeERvICE.—There are so many vari- 
ables based upon provisions of law in the 
status of a veteran that questions frequently 
arise as to the eligibility for hospitalization 
by the Veterans Administration. In view of 
these variables which effect the degree of 
obligation of the government and in view of 
the limited facilities, it has been necessary 
to establish a list of priorities to define who 
shall have antecedent claims to hospitaliza- 
tion. The list which follows gives a good 
summary of the general eligibility as well. 
It applies to applicants who were honorably 
discharged and in the sixth case to veterans 
of a war who were not dishonorably dis- 
charged. It applies to persons who have been 
honorably discharged from a peace time en- 
listment for disability, in line of duty or who 
are in receipt of a pension for war connected 
disability. It includes the Women’s Army 
Auxiliary Corps, Women’s Reserve of the 
Navy and Marine Corps, and Women’s Re- 
serve of the Coast Guard. If a veteran has 
a service-connected disability for which he 
has not claimed pension or for which there 
has not been official adjudication, the hos- 
pital to which he applies has the responsi- 
bility for determining his eligibility for hos- 
pital treatment. 


1. Applicants in an emergent condition, regardless 
of service connection for that condition. 

2. War veterans requiring treatment for a service- 
connected disease or injury. 
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3. Applicants who had had peace time service 
only, when requiring treatment for a service-con- 

ected disease or injury. 

1. War veterans requiring treatment for a disease 

injury not service-connected under Public Act 
No. 78, (This is available to vet- 
erans who are honorably discharged who served 
0 days or more or who were discharegd for dis- 
ability, who have permanent disability, for example, 
neuropsychiatric cases, and who have no adequate 
means of support.) 

s. Applicants who had had peace time service 
only, requiring treatment for a disease or injury not 
service-connected. (This is available to persons un- 
able to defray the expenses of hospitalization and 
transportation. ) 

6. War veterans applying for treatment of a dis- 
ease or injury not service-connected under the lib- 
eral provisions of Public Act No. 141, 73rd Con- 
gress, March 1934. (This is available to veterans 
not dishonorably discharged having any form of dis- 
ability and unable to defray expenses necessary for 
treatment. ) 


73rd Congress. 


The Army may transfer to a Veterans Ad- 
ministration hospital a soldier about to be 
discharged for psychosis whether in line of 
duty or not, the discharge to be consum- 
mated at the hospital. After discharge the 
veteran becomes a patient of the Veterans 
Administration. This does not as yet apply 
to the Navy. The hospital to which transfer 
is made is determined by the’medical direc- 
tor who, as a rule, selects the hospital having 
beds available and nearest the patient’s resi- 
dence or next of kin. 

When the transfer of a patient is made 
from the army hospital to a hospital of the 
Veterans Administration, certain army rec- 
ords accompany the patient. These include 
application for hospital treatment, the sol- 
dier’s application for pension (if this is 
not sent with the soldier it is executed 
at the Veterans Administration hospital 
where he is admitted), all available clini- 
cal records, including x-ray films, copy 
of certificate of disability for discharge, 
and photostat of original report of physi- 
cal examination upon entrance into the mil- 
itary service (to be forwarded when re- 
ceived.) At the Veterans Administration 
hospital where these: records are received, 
the application for hospitalization and x-ray 
films are retained, and a summary of the 
clinical records and certificate of discharge 
are expeditiously made; whereupon the 
clinical records, copy of certificate of dis- 
ability for discharge, photostat of report of 
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physical examination upon entrance into 
military service, and the application for pen- 
sion, are promptly forwarded to the field 
office of the Veterans Administration which 
has adjudicative jurisdiction over monetary 
benefits. 


REPRINTS OF ARTICLES ON WAR PROB- 
LEMS.—The Josiah Macy, Jr. Foundation, 
565 Park Avenue, New York City, has made 
it possible for the National Committee for 
Mental Hygiene to distribute a limited num- 
ber of reproductions or reprints of selected 
scientific articles bearing on war problems in 
the field of psychosomatic medicine and 
psychiatry to medical officers in the armed 
forces of the United Nations. Those who 
wish to receive such articles should notify 
the National Committee for Mental Hygiene, 
1790 Broadway, New York 10, N. Y. 


DEVEREUX ScHOOLS AWARD IN CHILD 
PsycH1aATrY.—At the luncheon sponsored 
by the Devereux Schools during the annual 
meeting of The American Psychiatric Asso- 
ciation in Detroit the following resolution 
was introduced : 


The Trustees of the Devereux Schools of Devon, 
Pennsylvania, as a means of furthering the hu- 
manitarian purposes for which the schools were 
founded, desire to establish an annual award of 
$500.00 for the most outstanding and original paper 
on research concerning a problem in child psy- 
chiatry. 

The Council of The American Psychiatric Asso- 
ciation is therefore being requested to accept respon- 
sibility for determining the conditions for the selec- 
tion and for choosing the recipient each year. 

It is earnestly hoped that the Council will grant 
the foregoing request and will present the Devereux 
Award at the annual meeting of The Psychiatric 
Association. 

HELENA T. DEVEREUX. 


The Council voted, and their action was 
approved by the Association, to accept this 
generous offer of the Devereux Schoois, to 
leave the details of the contest in the hands 
of the Committee on Research, the Commit- 
tee to report to the Council in time for ac- 
tion at the next annual meeting. 


AMERICAN JOURNAL OF MENTAL DEFI- 
CIENCY EpiTorIAL OFFICE REMOVED TO 
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CoLDWaTER, Micu.—Dr. Edward J. Hum- 
phreys, editor of the American Journal of 
Mental Deficiency, and former director of 
research at Letchworth Village, has an- 
nounced the removal of the editorial office 
of the Journal from Thiells, New York, to 
the Coldwater State Home and Training 
School. 

In Michigan Dr. Humphreys has been ap- 
pointed assistant superintendent and director 
of research and training, at the Coldwater 
State Home and Training School, and con- 
sultant in mental deficiency to the Michigan 
State Hospital Commission. 


MoraLe OF NETHERLANDS PHYSICIANS. 
In the March issue of a Netherlands un- 
derground paper, a physician described the 
attempts of German authorities to nazify the 
physicians : 


Soon after the occupation of the Netherlands, 
German “specialists” on organization of the medi- 
cal profession were sent into the country to advise 
Dutch Nazis on use of existing medical societies 
as vehicles for infiltrating the profession with na- 
tional socialist medical doctrines. The executive 
committee of the Netherlands Medical Society used 
every possible means to preserve the integrity of 
the organization, and when they realized that Nazi 
control could no longer be avoided, they resigned. 
Local branches of the society immediately declared 
their independence of the national organization, 
which consequently folded up. The Dutch Nazi 
Party then instituted a “Physicians Chamber,” pro- 
claiming every Dutch doctor automatically a mem- 
ber. The immediate reaction was that a number 
of prominent physicians contacted trusted colleagues 
throughout the country for the purpose of frus- 
trating the Nazis’ designs. Their first step was to 
send a letter to Reichs Commissioner Arthur Seyss- 
Inquart telling him that the medical profession 
would have no dealings with the Physicians Cham- 
ber or its works. The Germans proceeded with 
the organization of the chamber and declared every 
licensed practitioner a member. 


The Stockholm Svenska Dagbladet re- 
ported that more than 4,000 physicians, or 
97 per cent of the membership, stopped prac- 
ticing rather than become members of the 
Dutch Nazi Physicians Chamber. When, 
however, dues for the organization were de- 
ducted from fees owed them by the health 
insurance funds, the physicians countered 
by refusing to perform any services for the 
funds. The German authorities answered by 
threatening to impose heavy fines on those 
failing to treat patients sent by the funds, 
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but physicians removed their name plates 
and suspended all practice save for treat- 
ment of emergency cases. Eventually the 
authorities were compelled to allow the doc- 
tors to practice without membership in the 
Physicians Chamber. (J.A.M.A. June 


1943.) 


PSYCHIATRY FOR SELECTIVE SERVICE 
Boarps.—The Michigan Society of Neurol- 
ogy and Psychiatry has published a small 
50-page brochure dealing with nervous and 
mental problems in the war effort under the 
title “The Importance of Neuropsychiatry in 
the Selection of Men for the Armed Forces.” 

This brochure presents in condensed form 
the discussions at a round table held by the 
Michigan Society at its fourth annual meet- 
ing March 25, 1943. Foremost representa- 
tives of Selective Service and the Armed 
Forces took part in the symposium, and the 
authentic information thus brought together 
and now published in this booklet will be of 
interest to all who have to do with military 
psychiatry, and valuable particularly to those 
assisting in the selection of men for military 
service. It has been made available to all 
the Local Draft Boards and Appeal Boards 
of the State of Michigan and other interested 
war effort personnel. 

A copy of the booklet may be obtained 
by addressing Dr. Edward N. Hinco, Secre- 
tary, Michigan Society of Neurology and 
Psychiatry, Eloise Hospital, Eloise, Michi- 
gan. 


Psycur1atric Society.—At the 
annual meeting of the Illinois Psychiatric 
Society held on May 22, 1943, the following 
officers were elected for the year 1943-44: 
Dr. Clarence A. Neymann, President; Dr. 
Hugh T. Carmichael, Vice-President; Dr. 
Frances Hannett, Secretary-Treasurer ; Dr. 


Francis J. Gerty, and Dr. Vladimir Urse, 


Councilors 


EXHIBITION OF OCCUPATIONAL THERAPY. 

At this time of urgent need of occupational 
therapists the exhibition which opened on 
lune 1 at the Museum of Modern Art in 
New York City is most timely in that it is 
planned to present to the public the function 
and purpose of occupational therapy. Promi- 
nence also is given to the requirements which 
met by the technician who adminis- 
ters the treatment. 


+ le 
but well displa 


must be 


plaved exhibit has 
a comprehensive idea 
are used as a therapeutic 
measure with both the physically and men- 
tally ill. 

Wood carving, weaving, lace work, sculp- 


The small 
been selecte i to 


Ot how occupations 


ure and various other types of handicrafts 
are displayed with accompanying notes giv- 
ing reasons why the particular occupation 


was given and the results obtained. 

Of particular interest to psychiatrists who 
use this form of therapy both as a definite 
constructive aid and as a means of obtaining 
productive material from patients, will be 
the series of finger paintings and art pro- 
ductions of schizophrenic patients. 

A second part of the show is made up of 
photographs showing patients at work, many 
of them in the base hospitals of the English 
and American armed forces. 

The emphasis throughout is upon knowl- 
edge and understanding of the patient, his 
disability and his needs, and the ability 
through training to meet those needs. This 
is well expressed in the caption which reads, 
“the doctor’s prescription based on physical, 
mental and emotional factors, controls the 
selection of occupation and the treatment is 
carried out by technicians called occupational 
therapists.” 
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BOOK REVIEWS 


Our CHILpREN Face War. By Anna W. M. Wolf. 
(Boston: Houghton Mifflin Company, 1942.) 


This book by the senior staff member of the Child 
Study Association of America has been written 
primarily for the lay public, especially for working 
mothers and for those who plan to accept gainful 
employment in the near future. 

This intended audience determines the character 
if the book, which is divided into six chapters. 

The basic idea which is elaborated from a dif- 
ferent angle in each chapter is the following: 
Children cannot and should not be excluded from 
the momentous events which shake and shape the 
world of their elders; they should be made aware 
of the war issues on the level of their intellectual 
and emotional understanding. The family is the 
primary combat unit on the home front. Children 
who feel that they are members of a well-function- 
ing family group and taken seriously have enough 
sense of security to endure hardships and, if need 
be, even danger. The experiences of Anna Freud 
and other observers in England, amply quoted by 
the author, have demonstrated that children who 
were separated from their families and evacuated 
to a less dangerous but unfamiliar environment 
suffered more and showed more serious personality 
disorders than those who stayed behind and shared 
the terrors of the blitz with their parents. 

Mrs. Wolf points to the threatening rise in the 
juvenile delinquency rates and to other difficulties 
accompanying the mobilization of American woman- 
power. She stresses the need for an intensified 
program of war nurseries, child guidance centers 
and similar community services. 

After facing war, our children will have to face 
the peace. The basis of wartime education is there- 
fore training in mutual give-and-take and in con- 
structive democracy which begins in the home and 
may one day embrace the world. 

Trupe Tietze, M.D., 
The Johns Hopkins Hospital, 
Baltimore, Md. 


AFTEREFFECTS OF BRAIN INJURIES IN WAR: THEIR 
EVALUATION AND TREATMENT. THE APPLICA- 
TION OF PsycHoLoGic METHODS IN THE CLINIC. 
By Kurt Goldstein, M. D. (New York: Grune 
& Stratton, 1942.) 


This is a very timely and valuable contribution 
to the understanding and treatment of the sequel 
of brain injuries caused by gunshot wounds. Dr. 
Kurt Goldstein, an outstanding neurologist, has 
done a great deal of pioneer study in this field and 
for the first time his basic studies published in the 
German literature have been made available through 
this book. Dr. Goldstein as director of a large 
institute in Germany for the treatment of soldiers 
suffering from gunshot wounds of the skull and 


brain during the first World War, examined sys- 
tematically about 2000 patients and nearly 100 were 
followed for approximately 10 years. 

There are descriptions of tests and examination 
methods which will aid in understanding accurately 
the defects resulting from brain injury and the 
psychobiological effects on the total personality. On 
the basis of the proper evaluation of the disabilities 
produced by traumatic brain lesions, there are out- 
lined the methods of rehabilitation and therapy 
which form the principal feature of this volume. 
Dr. Goldstein points out that the special hospital, 
containing a psychologic laboratory, a school and 
a workshop operating together as a unit, offers 
greater possibilities for rehabilitation than hospital 
treatment alone. 

Various neurological manifestations and syn- 
dromes caused by gunshot wounds of the brain and 
which are not given much attention in textbooks on 
neurology, are described in detail. 

There is an excellent portrayal of the psycho- 
logical factors present in the individual suffering 
from post-traumatic symptoms in relation to his 
environmental adjustments, compensatory reactions 
and rehabilitation. 

Various psychologic laboratory methods are out- 
lined for determining capacity for work in general 
and examination of the individual defects. Methods 
of treatment with case illustrations are recorded in 
such defects as visual agnosia, speech defects par- 
ticularly motor aphasia and disturbances in reading, 
writing and calculation. 

The chapter on social adjustment is especially 
useful as it deals with improvement of working 
capacity, choice of a future vocation, evaluation of 
usefulness for military service and civilian life, 
question of compensation and problem of social care. 

The bibliography numbering 197 articles and 
volumes is carefully selected from the large litera- 
ture on the subject. The bibliography is arranged 
in groups covering general symptomatology, neuro- 
logic symptoms, mental symptoms and treatment. 

BENJAMIN APFELBERG, M. D., 
S. Bernarp Wortis, M.D., 
Bellevue Hospital, New York City. 


PRELIMINARY REPORT ON CHILDREN’S REACTIONS 
To THE War. By J. Louise Despert, M.D. 
(New York: Josiah Macy, Jr. Foundation, 
1942.) 

This small monograph by Dr. Despert is based 
on a brief and sketchy review of the literature that 
has grown out of the war and on some of her own 
observations and studies on children in the Payne 
Whitney Nursery School. She had started a study 
of anxiety and fears in children, and after the 
United States entered the war she applied her 
method to investigate children’s reactions to the 
war. 
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The first half of the book is devoted to the litera 
ture with particular emphasis on the English ma- 
terial. A list of 111 titles is appended. The second 
part analyzes some of the observations she has 
made on two groups of children. The first group 
was known to the nursery school from 1932-37, th¢ 
second group was known in the last five years. 
The questionnaire method was used to supplement 
knowledge gained through personal observation. 

The study brings out the influence of the famil) 
on anxiety reactions and of the importance of 
maintaining a connection with the family in times 
of danger. The children who have reacted to the 
war situation with anxiety that goes beyond the 
normal anxiety were found, in every instance, to be 
children who previously had presented an anxiety 
problem. 

Several case histories are included to illustrate 
points made by the author. 

FrepertcK H. Aten, M.D., 
Child Guidance Clinic, 
Philadelphia, Pa 


FUNDAMENTALS OF PSYCHIATRY. 
Strecker, M.D. 
Company, 1942.) 


By Edward A. 
(Phila.: J. P. Lippincott 


This text is an excellent compendium of psy- 
chiatry. The salient features of the subject are 
presented in a fashion that affords the experienced 
psychiatrist a rapid review of the various clinical 
pictures he meets in his daily work, and introduces 
the inexperienced to this department of medicine as 
would a course of didactic lectures by an authority 
in the field. 

The ninth and last chapter, “The Psychiatry of 
the War,” is most valuable and timely. This in- 
cludes a section, “Treatment of Military Neuro- 
psychiatric Disabilities,” which was prepared by 
the author for “TM8-210 Technical Manual Guides 
to Therapy for Medical Officers War Department.” 

In a compact volume of 200 pages (including 
index) are set forth the salient facts important for 
the physician, whether in civilian or military medi- 
cine, who finds need of guidance in incorporating 
psychiatric technique in his work. 

James H. Watt, M.D., 
New York Hospital, Westchester Division, 
White Plains, N. Y. 


PsYCHOTHERAPY WITH CHILDREN. By F. H. Allen, 
M.D. (New York: W. W. Norton & Co., 
1942.) 


The keynote of Dr. Allen’s contribution as pre- 
sented in his recent book entitled “Psychotherapy 
with Children” is stated in the opening sentence of 
the foreword, “Children with personality and be- 
havior difficulties can be helped to help themselves.” 
The importance of recognizing that all psychiatric 
discipline should be directed toward helping the 
child to become a self-sustaining individual, capable 
of utilizing to the fullest extent his own potentiali- 
ties in meeting varied life situations is generally 
accepted as an objective in therapy, but in actual 
practice it is often overlookec. or ignored. 
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\t times we have to make certain compromises 
in our therapeutic endeavors in dealing with adults, 
but Dr. Allen accepts no such compromises in his 
therapy with children. He has presented to the 
ider his philosophy of the dynamic changes which 
motivate behavior, and has delved more deeply in 
his discussion of psychological growth than have 

ost authors dealing with the behavior of children. 
Yet he has not been unmindful of the fact that it is 


essential to differentiate between what may be 
lled factual material, that is, that which has been 
out by experience, and that which for the 


ment must be called more or less speculative. 
the tl Dr. Allen 
ng other significant points, the fact 

at “psychotherapy with children usually is initi- 

not by the 


iscussing 


1erapeutic process 
brings out, am« - 


child but by the parent,” and goes 


on to indicate how important is the child’s attitude 
toward the therapeutic procedure at the _ initial 
stage. Many times the possibility of a satisfactory 


contact with children is lost because the therapist 
fails to appreciate just what the therapeutic ex- 
perience may mean to the child. 

In the chapter on “The Child’s Participation” 
Dr. Allen “The child’s spontaneity in his 
play reveals the extent of his creative 
imagination and the freedom he has gained to give 


states, 


activity 


expression to the richness of his inner resources.” 
He goes on to expound with clarity the value of 
play and the extent to which it may be utilized by 
the skilled therapist as a procedure which the child 
uses as a means of self-expression. “To help the 
child to do whatever he is ready to do” is regarded 
as being of paramount importance in the relation- 
lip between the therapist and the child. 

In a later chapter Dr. Allen deals with the fear- 
ful child in therapy and presents an interesting case 
| which covers 19 interviews. He portrays 
the importance of allowing Solomon, the ten year 
old boy, to meet his fears head on, to live through 
them and find out for himself that he has the 
capacity for withstanding the complex emotional 
reactions. The author points out the necessity for 
the patient to do something himself about the 
situation which created the fear. 

Problems relating to aggressive behavior are 
handled in a skillful manner, and attention is called 
to the importance of the therapist’s evading ag- 
attitudes in his treatment. Again Dr. 
Allen stresses the passive role of the doctor and 
emphasizes the skill that is needed in helping the 
child to help himself. 


istoryv 


ressive 


Unlike many literary and psychiatric contribu- 
tions, the last chapter in Dr. Allen’s book may be 
said to be the most stimulating and challenging. He 
summarizes clearly and concisely his own philosophy 
of therapy in relation to children, leaving no doubt 
in the mind of the reader as to the objective which 
the therapist should seek to attain in his relation- 
ship with his patient. 

Dr. Allen has made a splendid contribution to 
the field of child guidance and has left us with the 
feeling that in our therapeutic endeavors we should 
work with, and not on our patients. He holds be- 
fore us constantly the aim of good therapy which 
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is to help the child direct his urges, drives and 
appetites in such a way that he may find his inner 
needs satisfied without coming too sharply in con- 
flict with his environment. One must, however, 
keep in mind that conflict is inevitable and that the 
real criterion of mental health is the manner in 
which the individual meets the life situations which 
are associated with failure, disappointment and 
irustration when they arise. 
Doucrtas A. THuom, M.D., 
Habit Clinic for Child Guidance, 
Boston, Mass. 


MENTAL EXAMINERS’ By F. L. Wells, 
Ph. D., and Jurgen Ruesch, M.D. (New York: 
The Psychological Corporation, 1942.) 


A well known psychologist and a_ psychiatrist 
have collaborated on this handbook, designed as a 
tool for psychiatrists in the examining of adults. 
It consists of a fairly wide variety of test material, 
predominantly verbal, together with brief indica- 
tions of the method of presentation, extensive 
references, and where standardization has been 
lone, with the norm for adults. A good deal of 
the material has not been standardized, and suc- 
cessful use presupposes intensive personal experi- 
ence. The range of difficulty is not large, but is 
stated to fit the needs of the psychiatric interview— 
normal and subnormal. Included are sections on 
aphasia and suggestions for a mental status outline. 

The book is an attempt to bring to the psychia- 
trist an understanding of the psychometrician’s 
technique in evaluating the intellectual resources 
of his patients. In doing so, the authors have sacri- 
ficed most of the exactness to which intelligence 
tests have now attained. The book would have been 
f greater value if well established norms had been 
included with each set of tests. The range of 
difficulty of the material is deficient at the upper 
levels. It is sometimes useful to be able to demon- 
strate superior intelligence. 

ELIzABETH GiFForD Buti, M.A., 
Toronto, Ontario. 


Minp: PERCEPTION AND THOUGHT IN THEIR Con- 
STRUCTIVE Aspects. By Paul Schilder. (New 
York: Columbia University Press, 1942.) 


This is one of two posthumous volumes based 
m the theories and work of Paul Schilder, and 
edited under the supervision of Dr. Lauretta Ben- 
der. The aim of the book is the elaboration and 
extension of Schilder’s earlier book on “Body 
Image,” and represents a synthesis of this work 
and gestalt psychology. “The principles and the 
tesults gained in the investigation of the body 
mage are used here in an attempt to investigate 
the principles of perception and thought, and ex- 
tend the results and methods of modern psychology 
into a field which so far has not been studied 
from this point of view.” 

The book is divided into two parts. Part I, 
tntitled “Perception and Action” deals largely with 
‘primitive experience” in the various sensory fields, 
including the psychology and psychopathology of 


time. Much of this material has appeared in sepa- 
rate articles and it is assembled here as a basis 
for the more theoretical second part. The article 
on ‘Psychoanalysis and the Conditioned Reflexes,” 
which was published in the Psychoanalytic Review 
(Jan. 1937), can be particularly recommended as 
an excellent criticism of Pavlovian psychology. 

Part II, “Higher Mental Functions” is con- 
cerned with such problems as thought and the 
nature of consciousness. The value of this section 
is impaired by a tendency to obscure and elusive 
concepts (e.g., “presentiments of thoughts”) and 
is based partly on psychoanalytic material of doubt- 
ful validity. 

One is repaid for the reading of this book by 
the number of stimulating concepts which it con- 
tains. It is unfortunate that the importance of the 
work is lessened by the inadequacy of the experi- 
mental material and the uncritical formulation of 
the more philosophical ideas. 

James E. Roy, M.D., 


Boston Psychopathic Hospital, 


Boston, Mass. 


America’s Last Kinc. By Manfred S. Gutt- 
macher. (New York: Charles Scribner’s Sons, 
1941.) 


In the introduction of his book, “America’s Last 
King,” the author points out that “poets and his- 
torians have repeatedly turned their creative ener- 
gies to the concept of madness in power,” but 
that no psychiatrist has heretofore written a book 
in English concerning an insane ruler. Dr. Gutt- 
macher, a competent psychiatrist as well as a skill- 
ful writer, deals with the tragic life history of 
King George III of England who had five clear- 
cut attacks of manic-depressive insanity. 

The author proceeds on the principle that de- 
tailed consideration of a patient’s total personality 
is requisite to any adequate explanation of his 
psychosis. He endeavors to interpret the insanity 
of George III in the light of the king’s family 
history, the evolution of his personality, his way 
of life, his interpersonal relationships and environ- 
mental circumstances, .piecing together the perti- 
nent facts of his life story to form a meaningful, 
dynamic portrayal which makes his episodes of 
madness more intelligible. The author also attempts 
to show the manner in which this ruler’s mental 
condition affected the British government of his 
time and the course of history. 

Dr. Guttmacher had evidently been steeped for 
many years in the study of George III and English 
history during his reign, and this fact is reflected 
in the comprehensiveness and excellence of his 
portrayal of the king, his immediate world and 
the England of that day. The author had access 
to exceptionally plentiful, authoritative source ma- 
terial in the form of historical works, countless 
diaries and correspondence of courtiers, detailed 
clinical reports of the king’s physicians and 
numerous letters of George III himself. The con- 
tents of hundreds of these documents, couched in 
their quaint, original form, are woven into the 
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main texture of the writing and provide fascinating 
reading, though their frequent inclusion causes 
some lack of coherence which makes the reading 
somewhat slow moving here and there. Perhaps 
the book might have borne a bit more “spicing up,” 
since the author clearly indicated that the work 
made “no pretense toward being a technical study 
for scholars.” These are not serious or weighty 
criticisms. The author is to be commended for 
his restraint and close adherence to fact in his 
formulation of the king’s disorders. 

Probably little new knowledge regarding mental 
illness comes from this type of study but such an 
approach adds to our understanding of the sweep- 
ing consequences when psychopathic individuals are 
in positions of authority. 

P. Coon, M. D., 
Boston Psychopathic Hospital, 
Boston, Mass. 


CHILDREN’S BEHAVIOR PROBLEMS. Vol. 2, Relative 
Importance and Interrelations Among Traits. 
By Luton Ackerson. (Chicago: University of 
Chicago Press, 1942.) 


This represents the second volume of a statistical 
study of the records of the Institute of Juvenile Re- 
search and “is a quantitative investigation into the 
many causal factors underlying undesirable behavior 
in children.” The method of investigation was to 
take the various behavior designations such as steal- 
ing, truancy, etc., and build correlations around 
the occurrence of other behavior difficulties noted 
in the record. 

It would be difficult to review this material in 
any detail. While it represents a tremendous amount 
of painstaking work its value is not immediately 
apparent. It seems like a rather involved attempt 
to arrive at somewhat obvious conclusions. A few 
random examples taken from the mass of material 
are as follows: Swearing yielded a high correla- 
tion with temper tantrums and a negative correla- 
tion with a lack of initiative; truancy yielded a 
high correlation with staying out late at night; and 
staying out late at night by girls correlated highly 
with vicious home conditions. 

The author states frankly that he makes no 
attempt to draw any conclusions about causality. 
He states the amount of the relationship and 
thus the amount of causation but “not the direction 
of causation.” 

For those who wish a careful statistical study 
carried out by an expert in this type of investiga- 
tion, the book will prove valuable. For those who 
prefer more of a dynamic understanding of children 
presenting behavior difficulties, the survey will have 
little value. 

Freperick H. M. D., 
Child Guidance Clinic, 
Philadelphia, Pa. 


PsyCHOTHERAPY IN Mepicat Practice. By Mau- 
rice Levine, M.D. (New York: The Mac- 
millan Co., 1942.) 

Whether psychotherapy is an art or a science 
it has become evident that there are certain basic 
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principles whos« would greatly facilitate 
the use of psychotherapy as part 

tarium of the physician. This | 

written for the general practitioner and the special- 
ist will find nothing new in it. However, the author 
indicates quite clearly that this was his express 
purpose. He apologizes for what may at times be 


oversimplification, but he need not do so for the 


mastery 
of the armamen- 
is essentially 


book 


book is well written, clear and quite understandable 
for the general practitioner. 

\ glance at the title of some of the chapters will 
indicate the material that is covered. The author 
devotes the first chapter to a discussion of the 


common misconceptions in general practice, such 
is the role of heredity, masturbation, and attitudes 
towards mental For purposes of clarity, 
the author lists the methods of psychotherapy under 
three main headings. Under the first he includes 
those methods which could be applied by the gen- 
eral practitioner. Under the second he includes a 
discussion of some of the advanced methods, which 
the interested general practitioner could apply. 
And, finally, under the third grouping, he indicates 
methods which should applied by the 
specialist. He discusses the problems which should 
be handled in and indicates when a 
case should be placed in more experienced hands. 
Chapters are devoted to the question of suicide 
risk, sex and marriage, and the problems of 
children, 

Without the use of technical language and with- 
out too much detail the author discusses some basic 
psychodynamic factors which he feels would help 
the general practitioner to understand the patient's 
problem more easily. Psychoanalytic concepts and 
methodology are presented in a fashion which the 
general practitioner should find quite understand- 
able. The author does not fall into the usual error 
of presenting such profuse case material that the 
reader is caught in a morass of detail losing sight 
of the point which is being discussed. When case 
material is referred to it is done briefly with the 
express purpose of illustrating a point. 

For the general practitioner who has found that 
psychotherapy is a tool to use constantly in his 
medical practice this book will be decidedly help- 
ful. This book is recommended for use by medical 
students and the general practitioner. 

Joun Froscu, M.D., 
S. BerNARD Wortis, M. D., 
Bellevue Hospital, New York, N. Y. 
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BALINESE CHARACTER, A PHOTOGRAPHIC ANALYSIS. 
By Gregory Bateson and Margaret Mead. 
(New York: The New York Academy of 


Sciences, 1942.) 


This sumptuous volume is a special publication 
of the New York Academy of Sciences issued to 
commemorate the one hundred and twenty-fifth 
anniversary of the founding of that body. The book 
itself as a work of art, and the contents representing 
a unique kind of anthropological-psychological it- 
vestigation excellently reported and_ illustrated, 
worthily fulfil that purpose. 

To overcome in some measure the difficulty— 
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difficulty— 


which amounts almost to impossibility—of con- 
veying the personal data of one culture by means 
of the verbal symbols of another, the authors made 
a great many photographs showing characteristic 
aspects of the daily life and ceremonial behavior of 
their Balinese subjects. By arranging on one 
page a series of photographs presenting various 
phases of a single item of behavior and by giving 
in words on the opposite page the details of what 
is going on in the pictures, they approximate a 
stereoscopic view, as it were, of the standardized 
elements of Balinese conduct. Despite the massive 
documentation the book contains, the authors pru- 
dently state that their “two years’ work, with two 
American collaborators and three Balinese secre- 
taries, can only claim to be a ‘sampling’ of the 
Balinese scene.” 

The main text consists of a 48-page summary of 
Balinese character under the headings: Spatial 
Orientation and Levels; Learning; Integration and 
Disintegration of the Body; Orifices of the Body; 
Autocosmic Play; Parents and Children; Siblings; 
Stages of Child Development; Rites de Passage. 

Then follows the series of 100 plates arranged 
in order so as to illustrate the situations described 
in the text. The plates are of ample dimensions 
(page 9” x 12”) and each contains 6 to 12 action 
photographs depicting the several aspects of the 
behavior sample in question. Through the skill of 
the photographer one actually looks in upon the 
Balinese in his daily living and doing. There is for 
the most part no posing. The scenes take place 
before the camera with complete disregard, on the 
part of the actors, of the recording of their actions. 

By this favorable combination of text and picture 
one gains a much livelier impression of and clearer 
insight into the psychological and sociological char- 
acteristics of the people than the most elaborate 
verbal description alone could convey. Obviously 
the photographs are the major feature of this book. 
Actually there are 759 of them, selected from some 
25,000 stills which the authors brought back from 
Bali. 

Of particular interest were the development and 
behavior of children and the parent-child relation- 
ship, of which there are many scenes. Indoctrina- 
tion in the traditional usages begins practically at 
birth. Habits are acquired through manipulation 
and motor mimicry rather than by verbal instruc- 
tion. The emotional attitudes of children are con- 
ditioned mainly by the behavior of the mother. 
Assuming a more or less regular natural sequence 
of children, the authors divide the first five or six 
years of life into three stages. During the earliest 
period the first-born receives the undivided at- 
tention of the mother. This is the happy responsive 
phase which may last until the baby is about two 
years old. Next comes the period of teasing with 
frustration; a new baby has displaced the first-born 
who now becomes the knee baby and experiences 
the bitter side of sibling rivalry artfully stimulated 
by the mother. The warm mother-child relation- 
ship which had been established now has to give 
way, a sort of emotional weaning takes place and 
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is characterized by sulks and tantrums. Insensibly, 
this phase merges into the third in which the child 
becomes artificially unresponsive. There are now 
perhaps two younger siblings and maternal favors 
to the first-born diminish with his progressive dis- 
placement. He is on the way to precocious emanci- 
pation from dependence upon the parent. 

These changes are stereotyped in Balinese cul- 
ture; they take place in the mother and in con- 
sequence also in the child, whether or not at the 
usual interval a new sibling appears. 

Objectively the delineation of life in Bali as 
presented in this fine book leaves little to be de- 
sired. There is something of the aboriginal still 
in this most interesting island, and much of the 
overlying cultures of northern and western lands 
which have come in by way of Java. In broad out- 
line too the wealth of pictures and accompanying 
notes would seem to document adequately the 
authors’ interpretation of the subjective element in 
the behavior portrayed. In some of the details 
however one wonders whether the interpretations 
have been pushed a little too far. In the delightful 
glimpses of every-day behavior there is much which 
—so far as the pictures and text throw light—ap- 
pears only casual; for example the seemingly quite 
natural and unremarkable posture of the fingers in 
certain activities, to which the authors seem to 
attach special significance. Again, in commenting 
upon child-nurse and baby, whatever the import 
of the statement that the relationship “is not of 
such a kind as would result in introjection of a 
personalized super-ego,” simpler language would 
commend itself in discussing the citizens of Bali. 
Moreover, although the inadequacy of the words of 
one culture to express the concepts of another has 
been clearly stated, also the fact that “Balinese 
culture is in many ways less like our own than any 
other which has yet been recorded,” we find the 
startling declaration that it is “a culture in which 
the ordinary adjustment of the individual approxi- 
mates in form the sort of maladjustment which, in 
our own cultural setting, we call schizoid.” In a 
careful perusal of the text and examination of 
the pictures, this reviewer confesses his inability to 
recognize the evidence for the above declaration. 
The question also seems pertinent why manners 
and habits normal to Balinese, a people who are 
“deft and gay, and usually content,” should be 
equated with or approximated to the symptoms of 
mental disease among Occidentals. 

An ethnographic note on the composition of 
Balinese culture, political organization, caste sys- 
tem, kinship ties, economical system, occupations 
and crafts, religion and ritual, etc., closes the 
volume. There is also an extensive glossary and 
index of native words and personal names. 

To suit this anniversary volume of the New York 
Academy of Sciences and the remarkable story it 
tells, the paper maker, the printer, the reproducer 
of pictures and the binder have well collaborated 
as master-craftsmen, as duly recorded in the 
colophon. 


C. B. F. 


IN MEMORIAM 


HUBERT WORK 


1860-1942 


Dr. Hubert Work was president of this 
Association for the year 1911-12 when it was 
called the American Medico-Psychological 
Association. His presidential address was 
entitled “The Sociologic Aspect of Insanity 
and Allied Defects.” 

3orn on a farm in Indiana County, Penn- 
sylvania, July 3, 1860, he attended the local 
public schools and the Indiana State ( Pa.) 
Normal School, continuing to work on the 
farm during the summer vacations. He ma- 
triculated in the Medical School of the Uni- 
versity of Michigan; two years later he en- 
tered the University of Pennsylvania and was 
graduated the following year, 1885, as Doc- 
tor of Medicine. He began the practice of 
inedicine in Colorado and in 1896 founded 
the Woodcroft Hospital for nervous and 
mental diseases, which he operated for twenty 
years; then he entered the Army Medical 
Corps. Dr. Work was commissioned a major, 
and was assigned by Surgeon General Gorgas 
to the staff of Provost Marshall General 
Crowder, where he served as liaison officer 
between these two branches with direct 
supervision of the medical features of the 
draft. He was promoted to the rank of 
lieutenant-colonel and later was advanced 
to the grade of colonel in the Medical Re- 
serve Corps. 

In addition to his presidency of the Ameri- 
can Medico-Psychological Association, he 
was president of the Colorado State Board 
of Health and of the Colorado State Medical 
Society, and in 1921 was president of the 
American Medical Association. 

In 1908 Dr. Work was delegate at large 
from Colorado to the Republican National 
Convention ; in 1912 he was chairman of the 
Colorado Republican State Central Commit- 
tee, and from 1913 to 1919 was Republican 
National Committeeman for Colorado. On 


larch 4, 1921 he was appointed first assis- 
tant postmaster general of the United States 
ind a year later he succeeded Mr. Will Hays 
as Postmaster General. From March 5, 1923 
to July 24, 1928 he was Secretary of the 
Interior, superseding Mr. Albert Fall. Dur- 
ing his incumbency St. Elizabeths Hospital 
was a bureau of the Department of the In- 
terior and among Dr. Work’s outstanding 
services to psychiatry should be mentioned 
his forthright and able defense of the hos- 
pital when it was subjected to serious and 
unwarranted attack. He resigned as Secre- 
tary of the Interior to become chairman of 
the Republican National Committee (1928- 
29), and this was his last public post. 

Dr. Work married Laura M. Arbuckle of 
Anderson, Indiana, in 1887. She died in 
1924. They had two sons and a daughter: 
Philip, now a Fellow of this Association; 
Mrs. Dorcus Bissel; and Robert V. H., de- 
ceased. In 1933 Dr. Work married Ethel 
Reed Gano, who survives him. He died of 
coronary thrombosis on December 14, 1942, 
in Denver. 

Dr. Work was honored by the following 
institutions: LL.D., Lincoln Memorial Uni- 
versity, 1923, University of Pennsylvania, 
1925, University of California, 1927; Sc.D., 
University of Colorado, 1925. 

The American Psychiatric Association has 
lost a member who was outstanding as a psy- 
chiatrist, politician and administrator. His 
family has lost a loving husband and father 
and to them we extend our sympathy. An 
eminent colleague of Dr. Work said of him, 
“T never knew anyone who was a shrewder 
judge of men. Distinguished in appearance 
and bearing, he had unusual intellectual vigor, 
excellent judgment and a rare combination 
of affability, wit and reserve.” 


Roscoe W. Hatt, M. D. 
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